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[ IS INDEED fitting to review the present day treat- 
ment of infertility in the human because of the 
great strides made in the past quarter of this cen- 
tury in the clinic, the research laboratory, and the 
sterility specialist’s office. In the past three years 
there has been an increase of 53 known infertility 
clinics in the United States alone, so that today 
there are more than 119 public clinics available to 
the patients. No effort has been made to publish the 
number of physicians available to those complain- 
ing of infertility, but the American Society for the 
Study of Sterility, not yet fifteen years old, has a 
membership of well over 800, and its journal, 
FertILITy AND STERILITY has a circulation of 
almost 3,000. In addition, in May 1953 the First 
World Congress on Fertility and Sterility attracted 
over 1,200 physicians from 51 different countries 
to a week-long meeting that resulted in a two- 
volume set of proceedings of 1,528 pages. In May 
1956 the Second World Congress in Naples, Italy, 
attracted 1,800 medical scientists from 63 nations 
including the Soviet Union. Today one of the mod- 
ern treatments consists of encouraging the couple 
to seek help from an organized center or a specialist 
who has had special training in the diagnostic inves- 
tigation of infertility. Probably the most important 
part of the treatment is to start with an adequate, 
complete and detailed investigation of both partners 
of the marriage. Since Meaker’s monumental work 
in 1934 titled HumMaAN Fertivity,} efforts have 
*An abstract of this paper was presented by Doctor 
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been made by the author and other members of the 
American Society for the Study of Sterility to in- 
sure that the public and particularly the medical 
public appreciate that human infertility is a couple 
problem and both partners need certain minimum 
diagnostic studies. Details of these studies are 
available through a pamphlet put out by the society 
through the secretary’s office in Birmingham, 
Alabama. 

When the doctor is consulted by the infertile 
couple superficial questioning and examination are 
not enough to establish normality. A definite pat- 
tern of diagnostic steps must be carried out in its 
entirety, unless pregnancy intervenes, or unless an 
irremediable cause for sterility is diagnosed. When 
a problem of repeated pregnancies terminating 
without normal viable children presents itself, even 
more care and time must be utilized. There are 
more than three pre-conceptional clinics in this 
country for those patients who have suffered from 
habitual abortion or multiple pregnancies without 
viable children. Considerable research is being done 
in this field today. 

Furthermore, if the physician is to carry out 
most of these tests himself, he must visit a clinic 
where this type of investigation is going on to grasp 
the various techniques just as he should learn the 
laboratory procedures by visual processes. Many 
of these tests are therapeutic as well as diagnostic 
and direct therapy, particularly medication includ- 
ing hormones, should be withheld until the diagnos- 
tic pattern can be studied, summarized, and utilized 
as an aid to determine the course of modern ther- 
apy, if any is, indeed, indicated. 

Any single diagnostic test in the study of the in- 
fertile couple is inadequate. The following pro- 
cedures should be duplicated supported by all other 
tests if pregnancy does not ensue. Since most texts 
spend more time discussing the female, it is thought 
wise to elaborate here on the advances in the diag- 
nostic field and treatment of the infertile male 
which has been occupying a considerable amount of 


the author’s time for the past twenty years. 
continued on next page 
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44d 
Study of the Male 


We have set up minimum studies on the husband, 
which consist of a complete history with attention 
to habits of a noxious nature such as tobacco, alco- 
hol, diet, inadequate sleep, and exercise ; also noted 
are his occupation, and diseases, operations, con- 
genital defects, and family history. A complete 
physical examination with particular attention to 


TABLE I 
Routine Minimal Diagnostic Procedures for Husband 
I. History and Physical Examination 
II. General Laboratory Examinations 
Blood Wasserman 
Complete blood count, together with sedimen- 
tation rate if there is a high white blood 
count 
Urinalysis 
Prostatic secretion, fluid specimen, and stained 
smear 


III. Basal Metabolism 
IV. Semen Examination 
Volume 
Motility 


Number of sperm per cubic millimeter 

Type and ratio of abnormal sperm 
the genital apparatus and endocrine habitus is done ; 
laboratory studies include urine, blood, prostatic 
fluids, and semen. The semen must be studied as to 
volume, motility, density, and morphology. Nor- 
mal semen is said to have a minimum of 3 cc. of 
volume, with 60 per cent motile spermatozoa after 
two hours, sixty million sperm per cubic centimeter, 
with 60 per cent normal morphology. 

Any doctor can do a preliminary semen analysis 
which is adequate to determine whether or not the 
specialist’s aid must be sought, if he will observe 
certain minimum requirements regarding the 
specimen : 

1. Five days or more of abstinence prior to ex- 

amination. 
. Clean, dry, glass container for collecting speci- 
men (do not use condom). 


bo 


3. Examination for motility within two hours. 

4. Sperm count must be done, not just an esti- 
mate. 

5. Morphological study by stained smear. 

6. Complete semen study to be correlated with 
careful history and physical examination of 
husband. 


If the semen specimen, examined according to 
the above requirements, shows on more than one 
test an oligospermia of less than ten million per cc., 
then other tests of glandular function are indicated. 
A basal metabolism should be done. A testicular 


biopsy correlated with a 17-ketosteroid and a fol- 
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licle-stimulating hormone assay may yield informa- 
tion concerning the primary cause of the husband’s 
relative infertility. 

Since 1946, additional emphasis has been placed 
upon learning details regarding the scrotal tem- 
perature environment. This includes attention to 
the temperature in which the male works and his 
clothing habits (the wearing of “jockey” shorts or 
skintight underwear, suspensories, and the like ). 

The introduction of more frequent use of the 
testicular biopsy allows more intelligent assay of 
the azoospermic male or one with repeated produc- 
tion of subfertile specimens. Oligospermia that is 
repeatedly found and is not responsive in from six 
weeks to six months of intensive attempts at relief 
by the usual hygienic and dietary measures, will 
frequently accompany “arrest of spermatogenesis,” 
“marked hypospermatogenesis,” or “complete tu- 
bular sclerosis,” to mention only three of the com- 
mon findings on microscopic study of the tissue 
secured from the living testis. None of these condi- 
tions has responded in any way to our therapy. 

However, the diagnosis of prepubertal, or im- 
mature, testis, if accompanied by the discovery of 
a low or absent amount of follicle-stimulating hor- 
mone in the urine, allows considerable hope of re- 
lief of the existing infertility by the cautious use of 
chorionic gonadotropin over ten to twenty weeks in 
amounts of 500-1000 units, three times weekly, 
intramuscularly. 

There is a scant indication for treatment of the 
husband with male hormone therapy : testosterone 
actually causes a decrease in spermatogenesis ex- 
cept in isolated cases. It is far more important to 
adopt simple intelligent measures in the male and to 
insist upon their observance. The chief measures 
indicated are in outline form as follows: 


1. Avoid alcohol, tobacco, caffeine, and sexual 
excesses. 
2. Regular hours of sleep, exercise, and work. 
3. Adequate protein and vitamin intake. 
4. Adequate thyroid intake (under supervision). 
5. Adequate vacation from business and social 
responsibility. 
. Adjustment of local thermal environment. 
. Occasionally, gonadotropin or testosterone 
therapy. 
8. Surgical-testicular biopsy; epididymovasos- 
tomy ; irrigation of ductus deferens ; catheter- 
ization of ejaculatory ducts. 


NO) 


Testicular Biopsy 
Since 1940 the author has spent considerable time 
on original work in the field of male infertility as 
assayed by testicular biopsy. Normally testicular 
biopsy is limited to those individuals who have no 
spermatozoa whatsoever, or severe oligospermia 
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which does not respond to simple measures of treat- 
ment over a three to six months’ period. In an 
active office and clinic practice with more than 5,000 
males studied the incidence of less than normal 
spermatozoa counts has been 40.4 per cent, and the 
incidence of complete azoospermia or absence of 
the sperm in the semen has been 13.2 per cent. Of 
these individuals approximately 800 have now had 
diagnostic testicular biopsies. This can be a simple 
office procedure as introduced by Charny from 
Philadelphia about 1940. It is better, however, in 
individuals where the testis is unusually small or 
tender, to carry out the surgery in an operating 
room under light pentothal anesthesia so that there 
is no pain or trauma connected with the procedure. 
Thus, if a follow-up biopsy is indicated following 
treatment, the patient is much more cooperative. 
Testicular biopsy has been performed by me on 
over 800 males from 16 months to 83 years of age 
and before and after all kinds of hormone therapy. 
The biopsy can be carried out with a minimum of 
trauma according to methods adequately described 
and illustrated by Charny, Simmons, Michelson, 
and others. In the 800 cases reported here there 
have been no serious complications other than three 
men who had to be admitted to the hospital for 
moderate post-operative bleeding requiring a sec- 
ondary procedure to evacuate a large hematoma, 
and one individual re-admitted for unusual pain 
following the operation. In an informal conference 
conducted by the author in Chicago in 1950, among 
approximately 20 specialists interested in this sub- 
ject who had together performed over 2,000 biop- 
sies, there was only one serious complication. The 
disaster occurred in a feeble-minded boy in a mental 
hospital, where following testicular biopsy by a 
resident who had never done one before, the testis 
had to be removed for sepsis. Many urologists 
decry the maneuver of testicular biopsy, and such 
prominent men as Henri Bayle of Paris actually 
considered it harmful if their publications can be 
so interpreted. Urologists are apt to encourage the 
placing of suture material in the tunica interna 
which is definitely a source of pain and trauma and 
is not necessary in the majority of cases. Like all 
procedures, delicate handling of the tissues is indi- 
cated and the judicious use of minimal amounts of 
atraumatic suture material. 

These biopsies fall into five or six categories, 
the most common of which has been labeled hypo- 
spermatogenesis. Here the germinal epithelium is 
in various states of disorganization, and the prog- 
nosis is not good. This diagnosis is found in in- 
dividuals who have had a history of high fever dur- 
Ing some past illness, either a virus infection or 
lobar pneumonia and occasionally from exposure 
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to varying degree of radiation or excesses of heat 
or cold. Another category has been labeled tubular 
sclerosis. A classical example of this is the now 
familiar Klinefelt Syndrome. This consists of 
gynecomastia, small testes, a high follicle-stimulat- 
ing hormone assay in the urine, and no sperma- 
tozoa. Here the tubules are markedly sclerosed and 
scarred and often completely obliterated with com- 
plete absence of the germinal epithelium. As far as 
it is known in 1957 the process is irreversible. A 
third category is arrest of spermatogenesis where 
the germinal epithelium is present, and progresses 
from the primary spermatocytes to about the level 
of spermatid formation and no further. This type 
of testes is that which has created considerable stir 
in the literature in the past twelve months as being 
responsive to the so-called “Testosterone Rebound 
Phenomenon.” 

While the proper place for discussion of therapy 
is elsewhere it seems best to interject here the quo- 
tation from a recent publication of the author’s on 
the Treatment of the Male in August 1956: 


“T hasten to denounce the so-called ‘testoserone 
rebound phenomenon’ recently so grossly misrep- 
resented in a lay monthly (September 1955) as a 
new cure for sterile men. It does not work. At the 
Massachusetts General Hospital we gave it up two 
years ago. Fifty specialists of 104 circularized by 
our Society reported failure with testosterone, and 
permanent damage has been done to a precarious 
germinal epithelium by its promiscuous use. In 
840 male patients rated as infertile, the conception 
rate was in fact 4 per cent. This is a far cry from 
the ‘whopping 85 to 90 per cent of 2,000 would-be 
fathers treated so far who are today normally fer- 
tile men,’ as the lay author reports. He reports one 
physician as ‘making fatherhood possible for about 
9 out of 10 husbands.’ Ina recent issue of FERTIL- 
ITY AND STERILITY the reported conception rate 
with testosterone therapy was less than 4 per cent. 
There are almost twice as many men who did not 
experience any improvement in their sperm counts 
as men in whom some improvement was noticed. 
There was no improvement in the sperm counts of 
fully 40 per cent in this group. 

“In truth,;then, in male infertility the scalpel is 
mightier than the hypodermic needle.”’ 

Further discussion of the use of hormones in 
male infertility will be made in the section on 
therapy. 

A distressing category of male infertility has 
been approximately 30 men who had always too 
few sperm in the semen and who were subjected to 
testicular biopsy to explain this. In this group the 
biopsy report came back “normal testes” by the 
pathologist who had studied these 800 cases. Hence 


we have 30-odd men who have always too few 
continued on next page 
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sperm in the semen, but a perfectly healthy testis 
and a perfectly healthy individual. These cases have 
defied therapy and no pregnancy has resulted in 
this population. The best opinion as to the cause of 
this situation seems to be a deficiency of the acces- 
sory sexual pathways, so that not enough sperm 
can get out of the testis at the time of ejaculation. 
Research is going on in this limited field. 

An encouraging but unfortunately small portion 
of the cases have had a category labeled pre- 
pubertal or immature testes. Here we have a testis 
which contains normal germinal epithelium but has 
never been stimulated, and these individuals usually 
have a deficiency or absent amount of follicle- 
stimulating hormone in the urine. By supplying 
these males with chorionic gonadotropic hormone 
over 10 to 20 weeks in amounts of 500 to 1,000 
units three times a week intramuscularly, we have 
caused these testes to grow in size and mature and 
produce normal sperm in the semen from which we 
are able to report three normal full-term pregnan- 
cies. Thus, three males who started in with no 
spermatozoa are now proud fathers as a result of 
careful diagnostic investigation, and appropriate 
therapy in the appropriately selected case histologi- 
cally. 

In fact, in 25 consecutive testicular biopsies done 
for azoospermia after which those men were 
treated, we have secured more babies than in a 
similar 25 consecutive cases of oligospermia who 
came to testicular biopsy. As indicated by Tables 
II and III there are reports of parenthood in men 


TABLE II 
Twenty-five Testicular Biopsies in Azoospermia 
No.of Testis Live 
Cases  Sise Babies 
Corigerastal: Ke scsisisescssscrsssscnesean 6 ~ normal 1 
Bilateral epididymitis normal 
Surgical block hatched normal 
Sclerosing tubular degeneration small 
Complete aspermia eer small 
Severe hypospermatogenesis ....... small 
Immature small 


Total of all wives studied and 
normal 





TABLE III 
Twenty-five Consecutive Cases of Oligospermia 
No. of Live 
Cases Babies 
Normal testis (one wife has endometriosis) 5 0 
Spermatogenic arrest (two successful 
semi-adoption babies; 1 polycystic ova- 
ries) in wife 
Hypospermatogenesis 
Aspermatogenesis 
Miscellaneous, focal atrophy plus normal 
ATEAS COMGOMEIOSIS)  oceccsscerecorssccocsersscorscereseen 











Total 
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with severe oligospermia, and the author has in- 
dividuals who have counts of 3,000,000, 11,000,000 
and 15,000,000 where those men have had one to 
four normal children. The present day therapy in 
men with severe oligospermia should be to improve 
the fertility of those men’s wives, in addition to 
carrying out the building-up measures previously 
described in outlined form. : 

At the moment, in addition to the routine histo- 
logical investigation of these testes we are securing 
additional tissues for histo-chemical study in an 
effort to determine why this type of germinal epi- 
thelium does not mature. Additional work is being 
done on counts of the primitive spermatocytes and 
spermatids in collaboration with workers in the 
field of anatomy, biology, and veterinary medicine. 

We feel that it is equally important as a preven- 
tive measure to encourage parents, pediatricians, 
and school physicians to send to reputable diagnos- 
tic centers individuals who have defects of the tes- 
ticular development, delayed puberty, and possibly 
even unilateral cryptorchidism for biopsy and hor- 
monal assays. 


Semen Analysis 
Exception to the definition of normal semen as 
presented above may be taken due to recent values 
of so-called normal semen being introduced by 


TABLE IV 

(Adapted from MacLeod, J.) 
Semen Analysis — Normal Values 
Before 1952. After 1952 
2.5 —60c.c. 3.33 c.c. 
60,000,000 20,000,000 
60% motile 40% motile 
75% normal 50% normal 


Volume 
Number 
Motility............... 
Morphology..... 
workers in the field from various journals. Since 
most texts and clinical reports in this rapidly pro- 
gressing field are out of date when published, a 
comparison of the old conception of normal semen 
values with the new may be in order. 

Suffice it to say that most authorities in 1957 
accept as normal a volume of 2.5 to 6.0 cc. of semi- 
nal fluid, with an actual count of 20,000,000 sperm 
per cc. or more, as long as the initial and sustained 
motility in a hanging drop exceeds 40 per cent of 
actively progressive motile sperm, including 50 per 
cent or more normal forms by stained smear study. 
MacLeod has established these levels from exhaus- 
tive work on over 1,000 fertile men and over 1,000 
infertile men. Clinically, it is still more favorable 
prognostically to find 60,000,000 sperm per cc., but 
the recent emphasis throughout the world is on mo- 
tility and more particularly the degree of motility. 


Treatment of the Male 


Even if the husband of the infertile marriage has 
a normal semen analysis on one or more examina- 
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tions, attention to his habits, diet, occupational 
fatigue, and hormonal pattern will allow us to sug- 
gest certain measures of correction to improve his 
fertility. Just as one cannot tell from seeing so- 
called normal males passing on the street, it is likely 
that one cannot call all normal looking spermatozoa 
passing one’s eye under the microscopic field as 
fertile. It is plain common sense to put these in- 
dividuals who want children in training and restore 
their physical fitness to that of the athletic college 
or pre-college days. In fact there is even one cate- 
gory of athletes who may have inadvertently lower 
fertility by the continued use of athletic supporters 
which keep the testes too close to the body and 
therefore keep a higher temperature than nature 
meant the germinal epithelium to experience. To 
be specific let us discuss these items one by one: 

1. Avoidance of alcohol, tobacco, caffeine, and 
sexual excesses. Since it is well-known that alcohol 
is an irritant to the genitourinary tract, and that it 
is also excreted in the prostate gland, excesses of 
alcoholic intake are prohibited in individuals who 
wish to improve their infertility. If the individual 
consumes two or more cocktails daily, or has more 
than 8 ounces of alcoholic beverage at one sitting, 
he is advised to abstain entirely from alcoholic in- 
take together with carbonated beverages and ex- 
cesses of tea and coffee. Many old texts refer to 
the fact that the chronic alcoholic is frequently in- 
fertile. With modern society making alcoholic con- 
sumption so routine it is not surprising that we see 
fewer so-called chronic alcoholics who are infer- 
tile, but we do see more and more individuals not 
labeled as alcoholics, but who actually consume 
more alcohol per week than many so critically la- 
beled. In other words by prohibiting alcohol one is 
improving the fertilizing capacity of the sperma- 
tozoa manufactured by the individual who now 
abstains. 


If the individual smokes more than a pack of 
cigarettes a day, which many of our harassed busi- 
nessmen do, he is advised to stop entirely. It is 
known that nicotine affects the germinal epithelium 
critically next to the actual nerve cells and chronic 
nicotine poisoning has been demonstrated in ani- 
mals to interfere with reproductive possibilities. It 
is equally important, of course, to have the wife or 
hushand of the marriage also eliminate excessive 
tobacco consumption. Excesses of coffee and tea 
are less common, but may be quite revealing. For 
example one individual consumed 21 cups of coffee 
aday which must put considerable strain upon his 
urinary tract, and excretory pathways, let alone the 
irritation to the prostatic secretion and urethra. 
Therefore, excessive coffee and tea are prohibited. 


Sexual excesses are not so labeled critically, but 
as al) example of the need for careful search into 
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the patient’s history. In certain individuals inter- 
course daily may be perfectly normal, healthy, and 
proper, and be the instigating factor in fruitful 
marriages on the basis of one child a year. On the 
other hand, certain individuals have found through 
their own experience, or have been so advised, that 
their fertilizing capacity is best if intercourse is 
restricted to two or three times a week. Therefore, 
unless there is evidence that the male is well within 
normal limits with a frequency of coitus once a 
night, he is advised to sometimes abstain for a week 
or ten days before the fertile week is reached, and 
then to restrict intercourse to not more than every 
other night. It is very important for the doctor and 
the wife and husband to all understand the female’s 
frequency of menstruation and her presumed time 
of ovulation. Not too much time can be consumed 
in determining when the couple thinks it is fertile. 
It has been very revealing to find that some doctors 
advise intercourse just prior to or just after men- 
struation, as being the most suitable times, when, 
in fact, those are the times in the average cycle 
when the female cannot become pregnant. Such 
misinformation is very frequent in the hands of 
those consulting the casual family doctor, the casual 
specialist who does not keep up to date about such 
things as basal body temperature curves, pregnan- 
diol determinations, and the actual length of an 
individual’s menstrual cycle. 


INFERTILITY 


2. Regular hours of sleep, exercise and work. 
If the history reveals that the individual works too 
hard, sleeps too little, and gets no exercise, of 
course, to promote this technique of building up the 
physical fitness of the individual, a regular calendar 
should be prescribed and followed. We advise that 
an individual should get 8 hours or more of sleep 
at night and get at least 30 minutes of exercise a 
day, exclusive of that consumed in working, and to 
try to regulate his work, so that he does not put in 
too many hours at a stretch. In other words an 
8-hour day is far better than a 15-hour day. But 
if the individual has to work 15 hours a day he 
should have another 24 hours off. Part of this he 
should spend just resting and not doing another job 
as many of the young earnest husbands are doing. 
An example of the overworked husband might be 
illustrated by a young college student who, while 
competing with his classmates for a degree was, in 
addition, employed by the post office department at 
nights, so that he was actually doing two essentially 
full-time jobs day-in and day-out. This obviously 
lessened his fertilizing capacity not to mention his 
erotic capacity, and it is fair to say that his wife’s 
fertility was not properly observed for many 
months when the husband was too tired to perform 
his marital duties. 


3. Adequate protein and vitamin intake. On de- 


termining from the dietary questions whether the 
continued on next page 
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individual has milk, fresh fruit, fresh vegetables, 
meat, eggs, salads, and cereal, it is apparent at once 
which individuals are eating a normal diet, and 
which have deficiencies. In those who have de- 
ficiencies attention is directed to the introduction of 
adequate protein in normal dietary foods, and a 
normal vitamin intake by normal dietary foods. In 
other words there is no indication for the adminis- 
tration of accessory vitamin substances in a normal 
healthy male. It is to be stressed that vitamin E has 
been found to be of no value by many, many work- 
ers in the relief of human infertility. Here again, 
the attention to the protein and vitamin intake is 
just as important for both partners of the marriage. 
For like Jack Spratt who ate no fat and his wife 
who ate no lean, the complete abstinence from cer- 
tain dietary foods by one partner may reflect itself 
in the infertility of the couple. The other partner is 
already less fertile than if she or he had adequate 
protein or vitamin assimilation. There is consider- 
able discussion now as to whether obesity may not 
be as important in human infertility in this country 
as, technically, malnutrition. There is no doubt 
that obesity is a factor in many of these husbands 
and wives, but I suspect that it is more because of 
the effect of elevation of the body temperature and 
elevation of the scrotal temperature due to the fat 
parts around the thighs in the male. In the female 
it may be due to interference with the normal trans- 
mission of hormones through the blood vessels as it 
is said by Albright that for each pound of fat there 
are an additional five miles of blood vessels. 

4. An adequate thyroid intake (under super- 
vision). All male partners of an infertile marriage 
may ultimately come to a basal metabolic test. If 
the normal is plus or minus 10 per cent, any individ- 
ual who has —15 per cent or lower should be of- 
fered thyroid medication for a month to a year, 
and this should be in the form of three grains of 
thyroid daily. We give two grains with breakfast 
and one grain with lunch under supervision, and 
request the patient to report every 10 days. At that 
time the weight and pulse are recorded. If the pa- 
tient loses three pounds in one week or if his pulse 
is over 100 resting, the dose is dropped to one grain 
a day. The patients are not advised as to the type 
of symptoms they may have in taking such medica- 
tion. Therefore the only patients who seem to pre- 
sent symptoms, with few exceptions, are medical 
students, doctors, and their wives, and nurses, who 
know they are taking thyroid. Occasionally a pa- 
tient will have a headache, but this disappears when 
the dose is dropped to one grain. The administra- 
tion of thyroid is particularly important in cases 
where there is a problem of habitual abortion. In 
the author’s own experience in a series of 12 cases 
complaining of habitual abortions, when the male is 
treated with thyroid as outlined above and preg- 
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nancy is prevented for three or four months, the 
following conception has resulted in a normal full- 
term baby in 9 of the 12 patients. During the preg- 
nancy the wife is frequently given one grain or 
one-half grain of thyroid throughout the pregnancy 
despite her having a normal metabolism. This style 
and type of medication has been thoroughly dis- 
cussed with Professor James H. Means, former 
Massachusetts General Hospital Chief of Medi- 
cine, the recognized authority on thyroid and its 
use. 

5. Adequate vacation from business and social 
responsibility. Many individuals in urban life and 
even in suburban life are occupied diligently in 
wage earning and in addition devote considerable 
hours to social and charitable functions. Thus it is 
not uncommon to find a banker, lawyer, teacher, or 
storekeeper who devotes three or five evenings a 
week to such activities as collecting money for the 
community fund, Red Cross, Salvation Army, va- 
rious churches, and diversified funds with which 
the public is constantly being bombarded. In these 
circumstances at least two weeks to four weeks 
vacation from all responsibility is offered as a thera- 
peutic approach. In one extreme instance the in- 
dividual was advised to move from the community 
in which he had become so indoctrinated in the 
aspects of money. raising that he seldom had free 
time at home. Pregnancy promptly ensued in his 
wife following the move. Suffice it to say that most 
individuals today, who are not employed in a gov- 
ernmental, federal, or armed forces post, devote 
more and more hours to activities other than child- 
bearing or child-raising. These individuals are ad- 
vised to have an adequate time off, as best expressed 
by a well-known cardiologist in Boston who advises 
all of us to have a month off a year, a week end off 
a month, a day off a week, and two hours off a day. 

6. Adjustment of local thermal environment. 
Since it is well established that the scrotum is a 
thermo-regulatory mechanism, and since it is also 
well established that excessive heat interferes with 
adequate spermatogenesis in a testis held too close 
to the body, it is apparent that attention to thermal 
changes around the testis can be a factor in the 
therapy of the infertile male. It does not really 
matter whether or not his semen specimen is ade- 
quate as regards volume, motility, morphology and 


count, if he is also subjecting the sperm manufac- 
continued on page 470 
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_* TERM pore derives from the Greek, poros, 
meaning a passage, a route, and has been given 
to the outlets of the sweat and sebaceous glands. It 
is generally said that the term comedo (blackhead ) 
derives from the Latin comédere (to eat, to eat up, 
to waste, to devour, to squander) and literally 
means a glutton. The ancients, on extracting a co- 
medo, believed they were extracting an actual worm 
devouring the flesh. This etymology seems to have 
only a humorous value. A less humorous one would 
be a derivation from the Latin cum + mensa, from 
which comes the Italian commensale. The glutton 
would thus be simply reduced to a table guest or 
companion, rather than a flesh-devouring worm. 
Sometimes the comedo itself has a guest, the demo- 
dex folliculorum (figure 5). At any rate, comedo 
will remain what it means, regardless of etymology 
(like alopecia, impetigo, sycosis, vitiligo). 

When our teen-age patients ask, as they often do, 
that something be done for their enlarged pores 
(figure 1), I try to make them understand how 
lucky they are that such pores are wide open. For, 
if they close, a comedo-plug will result. The good 
natural oil will spread no more, the skin will be dry, 
and in place of soap, expensive and unclean cream 
will have to be smeared on. 

The same chromosome that may give us hemo- 
philia or diabetes, big or small feet, also gives us 
small pores or large pores. The importance of 
keeping the pores open to let insensible perspira- 
tion function is demonstrated by the fact that cov- 
ering the entire body with a varnish (children in 
plays) may be followed by death. Many prurigi- 
nous (lermatoses are due to poral obstruction caused 
by the disease or by greasy medications or occlusive 
dressings. 

The comedo is due to a narrowing of a normally 
wide-open outlet of a sebaceous gland by a plug of 
Inspissated sebum.* It may develop wherever there 
*The mechanism of comedones’ formation has intrigued 
Investigators since antiquity. Cohen (Br. J. Derm. 68 :362 
(Nov. | 1956) reviews the subject and discusses, besides 
Primary hyperkeratosis, primary alteration in the sebum, 
Primary bacterial infection, also primary weakness of hair 
growth and primary weakness of the arrectores pilorum. 
These hypotheses await demonstration. 


is a hypertrophic sebaceous gland. A common site 
of comedones is the concha (figure 3). Extraction 
of comedones in this area is painful and difficult. 
Obliteration of the hypertrophic sebaceous gland 
together with the obstruction by means of electro- 
coagulation is the treatment of choice. Pinhead-like 
pigmented spots of basal cell epithelioma in such 
areas can be mistaken for comedones and attempted 
extraction may be dangerous. Comedones do not 
form in acneform eruptions from corticotropin! 





FIGURE 1 


The large oozing pores, cause of distress among the 
adolescent; male (left), female (right). 





FIGURE 5 


The demodex folliculorum, bedfellow or table guest 
of the comedo in the follicle (preparation of the Institute 


of Pathology of the Rhode Island Hospital. Micro- 
photograph by A. Jacques, photographic laboratory of 
the Rhode Island Hospital. Demodex Folliculorum from 


Berlese). 
continued on next page 
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FIGURE 3 


Comedones of acne vulgaris of adolescence (left). Diagram by Professor Montagna of Brown University, shows 
narrow outlet (pore) preventing normal flow of sebum from hypertrophic sebaceous gland. The central mass is 
inspissated sebum, giving, when extracted, the appearance of a worm. The one on extreme right is unusually large 
for a fifteen-year-old girl. It is the type usually found in middle age. 


nor in acneform eruptions from bromides. They 
form in eruptions from insoluble cutting oils.” 

While comedones and acne are seldom seen in 
infants (figure 2), it is not uncommon to find them 
in childhood. They are very common at puberty 
(figure 2). Interesting is the report by Rothman 
and Ferguson* of comedo-plugs associated with 
pregnancy. Also the extensive monograph on acne 
by Corti.4 The atrophy of the skin in senility works 
similarly in producing senile comedones (figure 4). 

An interesting phenomenon is the formation of 
post-radiation comedo-plugs (figures 6 and 7, a 
similar mechanical cicatricial tightening of the skin 
around the pores‘ as a radiation sequela. 

A large-size comedo is called a giant comedo 
(figure 8). Of long duration, black and hard, it 
may raise suspicion and suggest biopsy. A curette 
often could solve the problem quickly. A most in- 
teresting study of this condition has been done by 
Winer.® He defines it as the long-standing dilated 


FIGURE 3A 
Comedone (arrow) of ectopic sebaceous gland ( Fordyce 
spots) of lip. 


pore. In ten cases, after removal of the lesion in 
toto with a punch, he concluded that the proliferat- 
ing epidermis is related to a hair follicle and the 
lesion is a tricho-epithelioma. In my experience I 
have had no recurrence and obtained a satisfactory 
scar with the use of electrocoagulation in the large 
as well as in the small comedo, in the senile and 
the juvenile comedo. Naturally, surgical excision 
will give a better cosmetic result, but the tricho- 
epithelioma should not be an objection to the em- 
ployment of electrocoagulation. 

A peculiarly rare location of comedones is the 
anal region. It is of interest for its eventual rela- 
tion to anal itching. Allington’ reported a case of 
anal pruritus which was relieved by extraction of 
comedones and which returned after the recurrence 


FIGURE 4 
The senile comedone. 
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FIGURE 2 
Comedones in infancy. A rare occurrence. 


of the comedones. Anal pruritus is one of the most 
frequent afflictions the dermatologist is asked to 
relieve. In many years I have never seen a case of 
pruritus ani with comedones. The two cases illus- 
trated in figure 9 had no pruritus, but complained 
of something rough or pebbly in their anal region. 
In one case I waited purposely for six months be- 
fore extracting the comedones to see if pruritus 
would develop. Its absence confirms the contention 
that pruritus ani is a distinct neurosis and that in 
the absence of such neurosis, pruritus will not de- 
velop, no matter how much fecal matter is left to 
accumulate or how much bushy, coarse hair there is 
on the anal region, or whether comedones or even 
warts develop. 

Comedones are extracted by barbers and beauti- 
cians and... . dermatologists. Some writers are for 
the removal of them, while others are against it. 
As usual, the treatment should follow a happy me- 
dium. In my instructions to the teen-agers I forbid 
self-removal of comedones as harmful. First, one 
must consider what a teen-ager calls a comedo. It 
may be a spot that requires a magnifying lens for 
detection. In spite of this fact the teen-ager is des- 
perate and, with mirror in hand, constantly pinches 
and nails the often invisible culprit. A pimple is 
invariably the result of such a trauma. Extraction 
is difficult or easy according to where the comedo is 

7So-called uncivilized people, unfamiliar with soap and 
bathtub, do not suffer from pruritus ani. On the contrary, 
the higher the grade of so-called civilization, the higher the 
incidence of pruritus ani. These anal regions may not show 
a single hair and appear normal and very clean, perhaps 


even over-clean, but still the itching will be most dis- 
tressing, 
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located. A comedo extractor pressed on a forehead 
succeeds quickly and with little harm. The same 
comedo on the hollow of the cheek or on the lips 
or on the auricle may require so much effort and 
consequent trauma that the end-result is often 
worse than the original disorder. A degreaser like 
ether or carbon tetrachloride removes the un- 
esthetic black part of the plug and may facilitate 
the passage of the rest. 

A peculiar epidermal structure strictly related to 
the pore is the keratotic plug characteristic of lupus 
erythematosus chronic discoid, also found in pem- 
phigus foliaceous,® in some cases of labial kera- 
toma, in some cases of pellagra® and in some cases 
of Senear-Usher syndrome. The plug is not made 
of inspissated sebum but of keratin. It forms in the 
inner aspect of the scale. It fits into the pore like 


FIGURE 6 


Comedones from cicatrical poral 
sequela of radiations for carcinoma. 


obstruction as a 


aii 
FIGURE 7 
Plugged pores (right), from cicatricial obstruction 
after 4,000 filtered r for treatment of a basal cell epi- 


thelioma. 
continued on next page 











RHODE ISLAND MEDICAL JOURNAL 


FIGURE 8 


The giant isolated comedo, the trichoepithelioma of Winer, sometimes suspected of malignancy. 


A female mons, (extreme right) a male back. 


FIGURE 9 


Comedones of the anal region. A rare occurrence. 


Labial keratoma. At right, the same lesion after prong- 
studded scale is lifted. Diagram shows upholsterer’s 


tack-like inner aspect of scale (by Professor Montagna of 
Brown University ). 


(Extreme left) 


a dagger into its sheath. On lifting the scale it gives 
the appearance of an upholstery strip lifted froma 
chair (figures 10 and 11). The structure is known 
as upholsterer’s tack-like plug, the squame en clou 
de tapissier or crampons of the French, the brush- 
like squame of some German authors, the squama 
a chiodo da tappezziere of the Italians. Tissi’ dis- 
cusses the subject at length. He reminds us that 
the structure was first described by Neumann in 
1869, as a characteristic sign of pemphigus foliace- 
ous. Strangely, it was not mentioned at all for 
many years in subsequent papers and treatises, per- 
haps because actually the sign was absent in many 
European cases of pemphigus foliaceous. Tissi 
says that the upholsterer’s-like tack may suggest a 
relation, based on a seborrheic status, between lu- 
pus erythematosus chronic discoid, pemphigus foli- 
aceous, the Senear-Usher syndrome and the sebor- 
rheic pellagra of Majocchi. 

Miliaria is the general term given to skin dis- 
orders due to sweat retention. In miliaria cristallina 
the retention is in the stratum corneum and appears 
clinically as tiny clear vesicles. The most common 
is miliaria rubra (prickly heat) (figure 12). When 
white blood cells arrive it becomes miliara pustu- 
losa. 

In the case of the sweat gland the duct is ob- 
structed rather than the pores as for the sebaceous 
gland. Sweat gland obstruction may be the main 
factor in recalcitrant vesicular eruptions of hands 
and feet. 

The term eccrine poroma has been proposed by 
Pinkus’® for a benign solid hidradenoma, a tumor 
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presenting features of the epidermal eccrine sweat 
unit. 


AUGUST, 


SUMMARY 


Pores, comedones and keratotic plugs, their 
origin and their management are briefly discussed. 
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FIGURE 11 
Lupus erythematosus chronic discoid. Lifted scale 


shows prongs as illustrated in diagram of figure 10, fitting 


in the gaping pores, a feature characteristic of the disease. 


FIGURE 12 
Sudamina (prickly heat). 








WEDNESDAY, NOVEMBER 13 


INTERIM MEETING OF THE 
RHODE ISLAND MEDICAL SOCIETY 


Meeting at the Medical Library in the afternoon; 


Dinner at Sheraton-Biltmore Hotel in the evening 


Check the date on your calendar NOW! 
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1 ieee AND VOLUNTARY tuberculosis pro- 
grams throughout the country have felt the 
impact of many advances during the past decade, 
and we can rightfully feel some sense of satisfac- 
tion with the progress that has been made. Indeed, 
falling mortality rates, improvement in morbidity 
rates, further improvements in socio-economic con- 
ditions, and continuing advances in surgery and 
medicine will bring about even better results. The 
effective treatment of known cases of tuberculosis 
will accelerate our control of new infections. 

This does not mean that we can relax our efforts. 
Rather, we must analyze the problem more pre- 
cisely and attack it with more vigor. We must face 
squarely the challenges presented by changes in 
concept and work to apply them to tuberculosis 
control programs. 

The study of unhospitalized tuberculosis patients 
has shown us wide gaps between patient needs and 
services in our communities, for a total program 
of tuberculosis control. If we are to meet these 
needs, we must recognize the deficiencies in our 
programs and take appropriate action toward pro- 
viding whatever is needed in the way of services 
and facilities so that the tubercle bacillus will be 
rendered ineffectual as an enemy of community 
health. 

With shorter periods of hospitalization, im- 
provement in prognosis, and the survival of those 
who in former years would have died, we are faced 
with continuing large numbers of people who need 
intensive public health supervision, and for whom 
there is something which can and should be done. 
It is true that in the past there was in the commun- 
ity a greater prevalence of infection, but it is also 
true that we had less effective treatment and, more 
*An address delivered at the Fiftieth Anniversary Annual 

Meeting of the Rhode Island Tuberculosis and Health 


Association, Inc., at Providence, Rhode Island, May 21, 
1957. 


important, we did not have as adequate means for 
isolation. Generally speaking, we have, today, suf- 
ficient beds for new cases and more effective 
treatment. 

Although we have the means to meet the prob- 
lem, we are fumbling a bit, because the nature, 
extent, and significance of what is going on is hid- 
den from us. This is due partly, I fear, to a general 
tendency to hold fast to concepts which need re- 
evaluation. We should not be caught in an ava- 
lanche of confusion because of the necessity for 
flexibility in our approach to the solution of these 
problems. Certain of our basic principles will sur- 
vive, and we should extend every effort to retain 
the right ones now and discard those which are no 
longer in tune with the times. For instance, in the 
current conflict between hospital and home care, 
we should continue to emphasize that an initial 
period of hospitalization is essential to the effective 
treatment of tuberculosis and to the prevention of 
disease dissemination. Therefore, it seems appro- 
priate to say that efforts should be made to hospi- 
talize all active, infectious cases of tuberculosis 
until their sputum is negative and lesions are stable. 
On the other hand, those patients who cannot or 
will not remain in the hospital until such an ideal 
condition is reached should never be deprived of 
the benefits of modern treatment. Every attempt 
should be made to render all cases non-infectious, 
wherever they may be. 


Unhospitalized Patient 

In an effort to discover the nature, extent, and 
significance of the shifts in emphasis to which 
existing tuberculosis programs must be adapted, 
the Tuberculosis Program of the Public Health 
Service conducted a nationwide study of the cur- 
rent status of non-hospitalized tuberculosis pa- 
tients. By means of a random statistic technique, 
thirty-seven (37) areas within twenty-four (24) 
states were included in the study. We believe that 
the non-hospitalized patients in these areas are 
truly representative of the over-all situation of 
known significant unhospitalized tuberculosis cases 
in the continental United States. 

The study provides no information which would 
shed light on the magnitude of the problem of «- 
known cases. The findings are a quantitative meas- 
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urement of characteristics of significant known 
unhospitalized patients classified as active and 
probably active, or receiving drug therapy regard- 
less of activity status. 

I think that a presentation of some of the most 
significant findings of the study would interest you. 

There were 3,159 cases at home, in the study, 
of whom 72% (2,272) were active or presumably 
active, and 28% (887) were arrested or inactive 
with drug therapy prescribed. At the same time an 
additional 3,980 patients were hospitalized; thus, 
slightly more than half (56%) of-the significant 
caseload was hospitalized. As you well know, pa- 
tients are being discharged from hospitals to con- 
tinue treatment in their home communities. Other 
patients, upon advice of their physicians, are not 
entering hospitals at all. Discharges against medi- 
cal advice continue to be numerous, and still other 
patients continue to refuse hospitalization. 

The 3,159 patients who were not hospitalized, 
and maybe justifiably so, are a group in need of 
basic services and care. This situation has many 
implications for health departments and other 
agencies. Certainly, the community has as great a 
responsibility for those cases outside hospitals as 
for those that are hospitalized. Because of the dif- 
ficulties involved in supervising patients who are 
not in institutions especially designed for care, 
community, medical, nursing and social services 
are particularly challenged. 

In analyzing the age distribution of cases in the 
study we found that about half are forty-five and 
older. There was also a striking similarity in the 
age distribution of the unhospitalized cases and 
that of newly reported cases. Unquestionably, our 
tuberculosis control problem is proportionately 
greater in the older age groups. Under age thirty- 
five there are a few more female cases than male 
(555 females to 415 males) ; however, after thirty- 
five there are more than twice as many males as 
females. 

The review of the extent of disease showed that 
13% (357) had minimal lesions, 41% (1156) 
moderately advanced, and 46% (1282) far ad- 
vanced. In other words, 87% of the cases are con- 
sidered to be in advanced stages of disease. 

It might be well at this point to express the need 
for continued and more effective case finding and 
follow-up directed especially to selected high risk 
groups. 

Health departments will be especially concerned 
about the chances of spread of the disease because 
of the presence of active cases in their communities. 
It was found that one-fourth of the active and pre- 
sumably active study cases had positive sputum 
and that nearly half had unknown or undetermined 
bacteriological status within the six months pre- 
ceding the study date. 

This indicates that an inadequate job is being 
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done, generally, in determining sputum status. 
There are undoubtedly many reasons for this — 
faulty communication, administrative policies, 
budgetary restrictions — the fact remains that we 
do not know one of the most urgent clinical facts 
about these cases. Indeed, it is incredible that we 
are trying to supervise half of our known cases at 
home with no information concerning bacterio- 
logical status. How then is it possible to give real- 
istic advice regarding prevention of the spread of 
the disease? 

Community resources and facilities are found in 
greater quantity and in a higher degree of accessi- 
bility in metropolitan areas. All of the eight large 
cities in the study provide clinic, public health 
nursing, and social services. However, almost one- 
half of the study population in rural areas had no 
clinic services available, 10% had no public health 
nursing service and 80% no social services other 
than financial assistance, provided by departments 
of public welfare. In many rural counties there are 
few private physicians, and patients may be re- 
quired to travel considerable distances for medical 
care. Some rural areas have X-ray facilities, but 
no physician is present to diagnose patients and 
make treatment recommendations. Consequently, 
it is not surprising that health department chest 
clinics supervise only one third (887) of the pa- 
tients. In large cities, almost half of the patients 
were under health department chest clinic super- 
vision, while in the smaller cities and rural areas 
only 20% of the patients were so supervised. 

Private physicians carry about one-third (918) 
of the cases on the average, but with variation 
from place to place. In rural areas and smaller 
cities, private physicians are the most frequent 
single source of supervision. This should serve to 
emphasize the need for working with private phys- 
icians to improve therapy where necessary, im- 
prove reporting of disease to the health depart- 
ment, and to make better use of community serv- 
ices. 

I would like to emphasize the fact that 23% 
(512) of all the active and probably active cases in 
the study were under no medical supervision. Fur- 
thermore, it has been widely assumed that patients 
under supervision at home have drugs prescribed. 
The study showed that only 43.6% (990) had drug 
therapy recommended. 

Certain areas of incompleteness of our data 
reflect an inadequacy of communication between 
and within agencies. This negative finding, how- 
ever, underlines activities where improvement 
should be made. 

The study revealed that much of the information 
regarding clinical status, bacteriological status, and 
treatment recommendations for patients included 
in the study was incomplete. Some of the reasons 


for this are — failure of the health department to 
concluded on next page 














WOMAN’S AUXILIARY 
DINNER-DANCE 


The Annual Dinner-Dance of the Woman’s Aux- 
iliary to the Rhode Island Medical Society will be 
held on Saturday, October 19, at the Sheraton- 
Biltmore Hotel in Providence. The proceeds from 
this annual social affair are used to benefit the 
Nurses Scholarships provided by the Auxiliary, to 
aid the Benevolence Fund of the Rhode Island 
Medical Society, to contribute to the American 
Medical Education Foundation, and to assist vari- 
ous community projects in which the Auxiliary has 
an interest. 

An innovation at the dinner this year will be the 
sale of flowers by ten attractive young daughters of 
Auxiliary members who will work under the super- 
vision of Mrs. H. Frederick Stephens, aided by 
Mrs. Arcadie Giura. The girls selected as flower 
vendors are as follows: 

Lynne Sannella, daughter cf Doctor and Mrs. 

Lee G. Sannella, and Judith Robinson, daughter 

of Doctor and Mrs. Nathaniel Robinson, repre- 

senting the Board of the Auxiliary. Meredith 

Stevens, daughter of Doctor and Mrs. Raymond 

E. Stevens, Pawtucket Memorial; Norma Mc- 

Williams, daughter of Doctor and Mrs. Joseph 

McWilliams, of Barrington, Roger Williams 

Hospital; Roberta Botvin, daughter of Doctor 

and Mrs. Morris Botvin of Pawtucket, Miriam 

Hospital; Kathleen Bestoso, daughter of Doctor 

and Mrs. Robert L. Bestoso, Newport; Stephanie 

Morrison, daughter of Doctor and Mrs. Philip 

J. Morrison of Woonsocket; Juliana Stephens, 

daughter of Doctor and Mrs. H. Frederick Ste- 

phens, Rhode Island Hospital; Fayreen Geremia, 
daughter of Doctor and Mrs. Albert Geremia of 

Johnston, St. Joseph’s Hospital; and Merlin 

Davies, head flower girl, daughter of Doctor and 

Mrs. Stanley D. Davies, representing Kent Coun- 

ty Hospital and the Lying-In Hospital. 











BIFOCAL SPECTACLES 


Benjamin Franklin to George W hatley 


By Mr. Dollond’s saying, that my double spec- 
tacles can only serve particular eyes, I doubt he has 
not been rightly informed of their construction. I 
imagine it will be found pretty generally true, that 
the same convexity of glass, through which a man 
sees clearest and best at the distance proper for 
reading, is not the best for greater distances. I 
therefore had formerly two pairs of spectacles, 
which I shifted occasionally, as in travelling I 
sometimes read, and often wanted to regard the 
prospects. Finding this change troublesome, and 
not always sufficiently ready, I had the glasses cut, 
and half of each kind associated in the same circle. 

By this means, as I wear my spectacles constantly, 
I have only to move my eyes up or down, as I want 
to see distinctly far or near, the proper glasses 
being always ready. This I find more particularly 
convenient since my being in France, the glasses 
that serve me best at table to see what I eat, not 
being the best to see the faces of those on the other 
side of the table who speak to me; and when one’s 
ears are not well accustomed to the sounds of a 
language, a sight of the movements in the features 
of him that speaks helps to explain; so that I 
understand French better by the help of my spec- 


tacles. 
1785 
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request information at regular intervals; inade- 
quacies in interagency transferral of information; 
lack of centralization of reports ; and failure on the 
part of physicians to make a definitive diagnosis, 
These deficiencies point up the need for revising 
policies and practices so that the health depart- 
ments will be able to see that effective care is pro- 
vided for patients. 

The study demonstrated to our satisfaction that 
for the country as a whole we had not yet devel- 
oped a workable system around which we could 
effectively put our resources to use. 

We have been discussing the known tuberculosis 
patient, and some aspects of the supervision they 
are receiving. Nevertheless, we must not forget 
the importance of, first, the cases yet to be dis- 
covered ; second, the diagnosed but yet unreported 
cases — as revealed by the cases first reported at 
the time of death or on admission to or discharge 
from a sanatorium; and third, the significant cases 
not followed because of shortage of staff and those 
cases which are lost from supervision. 

Yet, it is obvious that for administrative and 
tuberculosis control purposes, the unknown, the 
unreported, and the lost cases are also of primary 
importance and concern, if we are to succeed in 
our efforts to prevent the spread of disease. 

In closing, I would like to re-state that this study 
has demonstrated a method of analyzing the local 
tuberculosis situation and points out needs for 
improved control programs. This type of analysis 
can be made without great cost or difficulty and 
without serious disruption of continuing programs. 
When the study is conducted by personnel in the 
health agencies responsible for providing direct 
services to patients, there is recognition of existing 
deficiencies, and corrective measures are often in- 
stituted immediately. Through conducting the 
study it was observed that in addition to the col- 
lection of statistical data for analysis, other benefits 
accrued, such as improvement of records, better 
coordination of services, and in-service education 
of personnel. It also provides information on which 
health departments and other agencies may base 
their plans for the effective use of funds, facilities, 
and services. Furthermore, all of us who work in 
the field of tuberculosis have the opportunity and 
responsibility to participate with official agencies 
in solving one of today’s most urgent problems in 
tuberculosis control —to meet the needs of the 
tuberculosis patient at home. 

Weare well aware of the fact that control efforts 
have been rendered more complex and difficult 
with present changes in the field of tuberculosis. 
The problems attendant to finding and treating 
large numbers of persons, the problem of a mobile 
population, the problems of an aging population, 
these, among others, must be solved before we may 
rest on our /aurels. 
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THE COMMONWEALTH FUND AND MEDICAL EDUCATION 


a COMMONWEALTH FUND was founded in 
1918, by Mrs. Stephen V. Harkness “To do 
something for the welfare of mankind.” In the 
year 1955-56 the most significant event for the 
Fund was the appropriation of $12,600,000 in un- 
restricted grants to nineteen universities in order 
to assist them in strengthening and improving their 
programs of medical education. Total appropria- 
tions for the year were $15,140,154.82, an amount 
several times that voted in any previous year. 
Health activities as a whole received nearly 95 per 
cent of this sum. 

The reasons for the bestowal of this munificent 
sum of money are set forth in the annual report of 
the Fund for 1956. What follows is a brief sum- 
mary, mostly verbatim, of some of the Fund’s com- 
ments on medical education. 

American medicine is coming of age. Stemming 
from its rich European heritage and growing dur- 
ing a half century of world-wide scientific achieve- 
ment, medicine is becoming more aware of itself 
as an instrument of society as well as a professional 
activity. Nowhere can the evolution of medicine, 
social and scientific, be reflected as well as in uni- 
versity medical education which translates this 
growth into action. About five years ago, the more 


or less discrete approaches by medical schools to 
the problems of medical education began to coalesce 
into a more inclusive type of educational program. 
Beginning at various points in the curriculum and 
called by various names, one of which was “Com- 
prehensive Medicine,” these programs sought to 
make the student’s educational experience more 
effective in terms of better understanding of the 
socio-psycho-biological completeness of the human 
being. Among the newer aspects of these programs 
were the interrelatedness of the concepts and facts 
of the sciences on which modern medicine rests, 
experience with living people early in the medical 
course, continuity of responsible contact between 
students and patient, and study of the patient’s 
social situation. Aware of the need for even greater 
assistance to medical education as a principal means 
for carrying out this program, the Fund added the 
principle of unrestricted giving to universities for 
medical education to its already established policy 
of grants for specifically budgeted projects and 
programs. 

The problems which confront medical education 
lead to more basic inquiry concerning the patients, 


the students, the teacher, and the university. 
continued on next page 
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The Patient 

The patient is the only reason for medicine. The 
current, widespread public and professional inter- 
est in medical service and patient care, however, 
might indicate that he is only now being discovered 
—in the sense that he is being viewed in a new 
perspective. He still comes to medicine, though, 
seeking help for the same fundamental problems, 
singly or in combination, an anxiety, a pain, a lump, 
an injury, a hemorrhage, a fever, or just plain not 
feeling well. 

If an adequate understanding of these states is 
to be achieved, it is only logical to view the patient 
as a living being in an active social and biological 
environment and subjected to all the stresses and 
strains of keeping alive. 

The outpatient department of the teaching hos- 
pital has yielded more quickly than the inpatient 
ward to these changes in the pattern of patient-care. 
Study of the ambulant patient extends into the 
home, when necessary, and thereby permits ob- 
servation of additional factors which may affect 
the course of illness. Illness is an aspect of living, 
not an isolated episode with a clear beginning or 
end. The patient is more than a blend of bio- 
chemical processes. From this viewpoint, the stu- 
dent’s study of the patient’s problems becomes not 
only more exciting but more realistic as he learns 
more about the nature and behavior of man in 
order to understand health and illness. 


The Student 

An astute foreign visitor justified the quite dras- 
tic curricular changes in one school on the ground 
that the students had now become a part of the 
educational program. It may be that he is now en- 
joying somewhat the same position as the patient— 
that of being discovered. Common to all progres- 
sive schools is the desire to integrate, horizontally 
or vertically, content and practice methods in basic 
or clinical science. Thus, the student is helped to 
organize his knowledge and to develop attitudes 
which enable him “to see his patient as a whole.” 
The student is the common denominator in all 
stages of training. It is his growth—intellectual, 
emotional, and social—with which education is 
concerned. Educational research is busy with the 
study of the factors influencing this growth. 


The Teacher 

Freedom for the student to learn is essential. 
But this is fruitless unless the teacher too can func- 
tion with freedom and in a setting where he can 
direct the students’ development toward maximum 
achievement. Hence, the medical school is being 
discussed in terms of the teacher rather than the 
physical plant or administrative organization. The 
teacher is caught in a tight squeeze between the 
demands of teaching, research, administration, and 
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outside responsibilities. He must engage in re- 
search if he is to teach with imagination. New and 
old knowledge must be brought to bear in the effec- 
tive prevention and treatment of illness. To teach 
well a person must do other things. The optimum 
division of available time presents a difficult prob- 
lem for teachers of medicine, and since research 
has become an increasingly important objective, 
there may be some harm to teaching, whether this 
is consciously recognized or not. 


The University 

Why should medical education continue to be a 
university function? The Commonwealth Fund 
has observed many ways in which the future of 
medicine will be influenced by the university. If 
modern health and medical activities are in re- 
sponse to society’s needs and if the university is 
accepted as an institution of society designed to 
anticipate the future through research and educa- 
tion, then it is only proper that medical education 
should be conducted in this setting where there is 
freedom to delve deeply into health and medical 
needs. Will medicine continue to develop in the 
university as a professional activity concerned with 
some of the most basic problems of human welfare 
or is there danger of its becoming merely a high- 
grade technology? This is a question which the 
future must answer. 


THE 74th CALEB FISKE ESSAY 

It is common knowledge that infertility may be 
the cause of much marital unhappiness, frustration, 
even conflict ; but it is not common knowledge that 
infertility, which, in the past, was regarded and 
accepted as being ineluctable, can many times be 
remedied by physicians who, like Doctor Simmons, 
have at their command the resources of contem- 
porary medicine. The growth of interest in this 
problem is illustrated by the number of clinics de- 
voted to its study and treatment. In the past three 
years there has been, in the United States, an in- 
crease of fifty-three known infertility clinics, so 
that there are now more than one hundred nineteen 
public clinics available to patients. And although 
it is not yet fifteen years old, there is a membership 
of more than eight hundred in the American Society 
for the Study of Sterility. Its journal FERTILITY 
AND STERILITY has a circulation of almost three 
thousand. 

The gist of Doctor Simmons’ teaching is that 
human infertility is a couple problem and that 
both partners require certain minimum diagnostic 
studies which are often complex and imply special 
training and experience on the part of the physi- 
cian. Furthermore, when the doctor is consulted by 
the infertile couple, superficial questioning and 
examination are not enough to establish normality ; 
a definite pattern of diagnostic test must be carried 




















1957 


out in its entirety. What these tests are and the 
method of their proper employment, Doctor Sim- 
mons sets forth in his comprehensive essay which 
we are pleased to publish in this issue of the 
Journal. 
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THE ROLE OF A NEWSPAPER EDITOR 


“The editor today, with the aid of full discussion 
with an editorial staff, must not only continue,” as 
Will White put it, to “be judge of his news, of how 
it is told, what is recited and what omitted,” but he 
must try to put himself in the position of his read- 
ers, asking himself relentlessly whether his report 
of facts and of interpretive material is giving the 
reader a true understanding in proper perspective 
as far as that is possible. For we all know that facts 
often distort the truth. Indeed, we know that the 
handicap under which we labor, to assemble a 
factual news report of sufficient dramatic interest 
to hold the readers’ attention, makes distortion in- 
evitable. But the editorial staff and the editorial 
page can lessen that and bring the montage into far 
truer perspective. .. .’* 

It is not our intention to review the story of the 
Society’s negotiations with the Department of the 
Army regarding Medicare, and by so doing to point 
out the many glaring distortions of facts. The 
news writer had a more complete background of 
the history of the Society’s negotiations than that 
furnished him by the Department of the Army. 
That he saw fit to utilize only the facts which would 
support the cause he was defending, is not the mat- 
ter which concerns us at the moment. 


What does concern us, however, is that the edi- 
torial staff of such a great newspaper deferred to 
what it considered the expert opinion of its news 
reporter, and contented itself with commenting on 
his views as reflected in his interpretation of the 
facts he was presenting to prove his story. 


We recognize that the publication of a daily 
newspaper calls for speed, first in the news room, 
and then in getting the printed page on the street. 
But the editorial department is the one department 
in the paper that is supposed to express mature, 
considered opinions. The urge to produce an edi- 
torial, particularly on a controversial subject, for 
the next edition of the paper after the news story 
breaks should be channeled into an editorial inves- 
tigation and review to authenticate the editorial 
Viewpoint that is to be expressed. As Doctor Spen- 
cer, one-time dean of the School of Journalism at 
Syracuse has said, “every writer knows what it 
means a month or a year later to look back over his 


*Abstracted from remarks made by Sevellon Brown, Sr., 
then editor and publisher of The Providence Journal- 
Bulletin, before the opening of a seminar for editorial 
writers at the American Press Institute at Columbia 
University. 





459 


writings and find solemn statements which, though 
believed at the time, were as false as hell itself.” 

The montage would have been brought into truer 
perspective relative to the Society’s negotiations 
with the Department of the Army on the Medicare 
Program had the editorial writers carefully re- 
viewed the legislation and the interpretations of 
the law made by the Department of Defense, had 
they read the revealing discussions of the board of 
managers representing the Congressional Commit- 
tees, and had they later noted the action taken by 
the American Medical Association, and some of its 
constituent state societies, regarding the adminis- 
tration of the Dependents’ Medical Care Program. 

As Barry Bingham noted in last month’s issue of 
The American Editor, “the American press is not 
performing its difficult task as well as it should, or 
even as well as it knows how to do.” 





POISON INFORMATION CENTERS 


With the large number of chemical sprays, dusts, 
and gases now on the market for use in agriculture, 
accidents may arise because of operators being 
careless in their use. Centers have been established 
in various parts of the country where doctors can 
obtain prompt and up-to-date information on treat- 
ment of cases. 

In New England such centers of information are 
located at: 


Boston: Boston Committee for Control of Acci- 
dental Poisoning in Children, 300 Longwood 
Avenue. Lendon Snedeker, M.D. TELEPHONES: 
BE 2-2120 or BE 2-7800. 


New Bedford: George Starbuck, M.D., 68 Arnold 
Street. TELEPHONE: 9-6211, Ext. 275 


Worcester: Worcester City Hospital, 71 Jacques 
Street. Robert D. Cox, M.D., Jacob Brem, M.D. 
TELEPHONE: PL 6-1551 
When calling any one of these centers, ask for 


POISON CONTROL CENTER. 











E. P. ANTHONY, INC. 


Druggist 


Wilbur E. Johnston Raymond E. Johnston 





178 ANGELL STREET 
PROVIDENCE, R. lI. 
GAspee 1-2512 
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MEDICARE REGULATIONS 


— Abstracts of Some of the Clarifications of Medicare Regulations 


Issued by the Office of the Surgeon General, Department of the Army — 





Medical Policy on Pediatric Care 

| SOME LOCALITIES a pediatrician sees the new- 

born infant in the hospital at birth and is re- 
sponsible for its care during the remainder of the 
hospital stay. In those places where this is cus- 
tomary the same practice may be followed in the 
Dependents’ Medical Care Program in the follow- 
ing manner : 

a. First call, history, and necessary examination. 
Bill under Code 0010, hospital, home, or office. 

b. Follow-up visits in hospital when warranted 
and as may be customary. Bill under Code 0002. 

c. Visits after patient leaves the hospital, not to 
exceed a total of two during first 60 days. Bill 
under Code 0006, office ; Code 0007, home. 

If during the two post-hospital visits immuniza- 
tions are given the cost of the immunizing agent 
and administration is allowable. 

The above applies in the case of well babies. If 
a visit is paid under Code 0010, hospital, this Code 
cannot be used again in the home or office by the 
same physician. When no visit is charged under 
Code 0010 in hospital, it may be used for the first 
home or office visit. 





ATTENTION: PROVIDENCE 
JOURNAL-BULLETIN 


WHEREAS, The Council of the Ohio State Med- 
ical Association in recognition of the medical prac- 
tice controls of Public Law #569, 84th Congress, 
refused to sign a contract which would limit the 
time honored patient-doctor relationship, and 


WHEREAS, This action and similar action by 
the Medical Association of Rhode Island was 
unique among the forty-eight states, 


THEREFORE BE IT RESOLVED, That the 
House of Delegates of the Ohio State Medical 
Association commend the Council of the Ohio State 
Medical Association for this forthright action, and 


BE IT FURTHER RESOLVED, That the dele- 
gates from the Ohio State Medical Association to 
the American Medical Association be instructed to 
introduce a resolution at the next regular meeting 
of the House of Delegates of the American Medical 
Association, requesting that responsible officials of 
that organization take whatever steps are necessary 
to secure modification of Public Law #569, 84th 
Congress, so that it will provide an indemnity type 
program. 


... Resolution adopted by the 
Ohio State Medical Association, May 16, 1957 











Pediatric care for premature or ill babies during 
hospitalization is not restricted and the Schedule of 
Allowances appears adequate to provide for com- 
pensation of the physician. 

-* * 

Clarif ying Statements on Calculation of 
Physician’s Maximum Allowances for 
Maternity Care 

a. A physician rendering normal ante-partum 
care may be considered to have rendered full care 
for the fractional period concerned if he sees the 
patient even one time in this period. A physician, 
in rendering “normal” ante-partum care according 
to his customary practice, may see a patient two or 
more times in any one fractional period ; again he 
may not see the patient at all during a fractional 
period. If the physician considers that he has ren- 
dered normal ante-partum care during any trimes- 
ter or any fractional period of a trimester, his state- 
ment will be unquestioned unless gross information 
to the contrary is brought to the attention of the 
fiscal agent. 

b. The week of pregnancy will be determined by 
recognized professional methods. Unless a gross 
error is recognized, the physician’s determination 
of week of pregnancy will not be questioned. 

c. A physician rendering ante-partum care be- 
ginning anytime within the first eight weeks of 
pregnancy and continuing with the patient through 
delivery and post-partum care, is entitled to full 
maternity care (Code 4821) if he does not submit 
his statement until post-partum care is completed. 
If the physician submits statements for trimester 
payments, as is his privilege to do so, he must cal- 
culate the amounts due in accordance with the scale 
using recognized professional methods in comput- 
ing the weeks of pregnancy concerned. 

d. If pregnancy terminates in abortion or mis- 
carriage, the physician is entitled to the fee pre- 
scribed under Codes 4850, 4851, 4855 or 4860 
(all dealing with miscarriage or abortion), which- 
ever is applicable plus fee for whatever ante- 
partum care he has rendered in accordance with 
the above scale. 

e. If pregnancy terminates in premature deliv- 
ery, the physician is entitled to full fee (Code 


4821) if he has rendered continuous ante-partum 
continued on page 462 
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Pro-Banthine:.. 


CONFIRMED THERAPEUTIC UTILITY 


A Primary Drug in Peptic Ulcer 





Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


incidence of side effects was minimal... .” 


The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 





*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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MEDICARE REGULATIONS 


continued from page 460 

care beginning in the first eight weeks of pregnancy 
and, of course, if he renders care through delivery 
and the post-partum period provided he has not 
already submitted statements for trimester ante- 
partum care. If physician has not rendered full 
ante-partum care, the allowance for ante-partum 
care is calculated as per examples for term delivery. 
In other words, the nine weeks immediately preced- 
ing delivery (even if premature) will be considered 
as the third trimester for calculation purposes. A 
premature delivery for purposes of this subpara- 
graph will be that determined by recognized pro- 
fessional methods and will not be confused with 
abortions or miscarriages which are covered else- 
where. The physician’s diagnosis of premature 
delivery will not be questioned unless a statement 
made on his statement of services is obviously 
grossly in error. 

f. If pregnancy terminates in any type of 
Cesarean section and the patient is referred to an- 
other physician for this operation, the referring 
physician is entitled to fee for any ante-partum 
care he may have rendered and to the fee for post- 
partum care if he renders this service. 

g. The fees for Cesarean Sections are considered 
to be inclusive of ante- and post-partum care. If 
the physician doing the Cesarean Section has pre- 
viously received fees for ante-partum care, either 
from the patient (prior to eligibility under the 
Program ) or the Government, he should deduct the 
amount received from his statement. If, however, 
he has not rendered ante-partum care, he should 
render his statement to the fiscal agent with a spe- 
cial report justifying the charge he considers rea- 
sonable. This report will be submitted to the fiscal 
agent who in turn will obtain advice of the medical 
society and forward to the Office for Dependents’ 
Medical Care for adjudication. 

h. If a maternity patient should have to consult 
a physician in a locality away from that of her 
attending physician or clinic, the physician con- 
sulted is entitled to fee for a home or office visit 
under Code 0010 or 0011, whichever is applicable. 
(This has reference to his being consulted on a 
condition connected with the pregnancy and does 
not include any condition which is foreign to the 
pregnancy for which the Government or the pa- 
tient may be responsible in accordance with the 
provisions of the Program. ) 

i. If a patient finds it necessary to change phy- 
sicians because of change of station or for other 
reasons, each physician rendering ante-partum care 
is entitled to fee in accordance with the above scale 
for the ante-partum care rendered by him. 

j. Physicians may add to their statements (DA 
Form 1863) those drug items which have been 
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directly or indirectly furnished to the maternity 
patient. (Direct furnishing of drugs is: supplying 
drugs by the physician’s office to the patient ; in- 
direct furnishing is: the physician writes a pre- 
scription to the patient but has the pharmacy bill 
him (the physician) for the drugs dispensed. ) 

k. A physician may also add to his statements 
the cost of laboratory work performed for mater- 
nity patients in his office or for work performed in 
a laboratory for which the physician has paid. If 
the laboratory is operated by a physician, the lab- 
oratory physician may submit a statement for sery- 
ice rendered indicating that he has rendered the 
service at the request of the attending physician. 

1. A physician, if he feels that remuneration 
above that called for in the Schedule is justified by 
multiple births (twins, triplets) or other complica- 
tions of pregnancy not specifically covered in the 
Schedule of Allowances, may submit a special re- 
port justifying additional charge. This is submitted 
to the fiscal agent who in turn will obtain advice of 
the medical society and forward to the Office for 
Dependents’ Medical Care for adjudication. 

— + * 
Care in Accommodations Less than Semi-private 

The following sets forth the Government’s posi- 
tion regarding the Government’s payment for ward 
accommodations furnished to eligible dependents 
under the Dependents’ Medical Care Program. 
The need for publishing this information has been 
occasioned by the fact that in several instances 
dependents have been furnished ward accommoda- 
tions during the entire period of hospitalization, 
which are lesser accommodations than those au- 
thorized by P.L. 569, 84th Congress : 

a. Public Law 569, 84th Congress, provides that 
eligible dependents are authorized care in semi- 
private hospital accommodations (2 - 3-4 - bed 
rooms). This provision of law has been incor- 
porated in the Joint Directive and in prime con- 
tracts. Since hospitalization of a patient normally 
is effected upon a physician’s recommendation, 
physician should make every effort with the hos- 
pital to obtain semi-private accommodations for 
eligible dependents. 

b. Ward facilities may be used for pediatric 
cases, without special authorization by the Con- 
tracting Officer, whenever this is the normal medi- 
cal practice. 

c. In emergencies (defined to include the situa- 
tion in which the attending physician admits his 
patient to a hospital in which all semi-private beds 
are then occupied), care may be provided in ward 
accommodations, but the patient is to be trans- 
ferred to a semi-private bed as soon as possible. 
When such transfer is made, no special authoriza- 
tion for payment is required by the Contracting 


Officer or the attending physician. : 
concluded on page 467 
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DISTRICT MEDICAL SOCIETY MEETINGS 





WASHINGTON COUNTY 
MEDICAL SOCIETY 

The quarterly meeting of the Washington 
County Medical Society was held at the Westerly 
Nurses’ Home, Westerly, Rhode Island, April 10, 
1957. The meeting was called to order at 11:15 
A.M. by the president, Doctor Mildred I. Robinson. 

The minutes of the special meeting concerning 
the “All-Out, All-Ages Polio Campaign” were 
read. The minutes of the previous regular meeting 
were read and approved. 

UNFINISHED BUSINESS: Doctor Nathans 
made a motion that the Washington County Medi- 
cal Society endorse the plan of having all indigents 
receive the inoculation of polio vaccine in the doc- 
tor’s office and the physicians to be reimbursed by 
the state health agency. The motion was seconded 
and passed. 

Doctor Agnelli discussed and commented favor- 
ably on the bills which have been proposed for 
chemical testing of drivers charged with driving 
under the influence of alcohol. 

Doctor DeWees moved that the Washington 
County Society go on record as favoring the motor 
vehicle bills S-113 and H-1221 having to do with 
alcoholic drivers. The motion was seconded and 
passed. ; 

Doctor Agnelli proposed that the Society meet 
annually or semi-annually with the local bar asso- 
ciation to discuss problems of mutual interest. 

President Robinson appointed Doctors Nestor 
and Agnelli as a committee to work out plans for 
combined meetings with the bar association. 

COMMUNICATIONS: A _ letter was read 
from the Westerly Hospital asking the society to 
make routine approval of its application for mem- 
bership to the American Association of Blood 





DOCTOR MATTEO 
NAMED TREASURER 


Doctor Frank I. Matteo, Providence obstetrician, 
has been appointed by Doctor Thomas L. Greason, 
president of the Providence Medical Association, to 
fill the unexpired term of the late Doctor Robert 
G. Murphy as treasurer of the Association. Doctor 
Matteo has been active in the affairs of the Associ- 
ation, having served as a member cf the Executive 
Committee. 











3anks. A motion made by Dr. Nathans for this 
approval was seconded and passed. 

A letter was read from Hayes H. Kluxton, M.D., 
which stated his formal medical training since 
graduation from medical school. This was not 
accompanied by the regular membership applica- 
tion, however. 

An application for membership in the Washing- 
ton County Medical Society from Sidney Fowler 
Johnson, M.D., Lafayette, Rhode Island, was read. 
The application was referred to the credential 
committee. 

REPORTS OF COMMITTEES: The treas- 
urer, Doctor Tatum, gave an up-to-date report of 
the financial standing of the society. She stated 
that a U. S. Treasury Bond “F” had matured. 
With the one hundred dollars from the matured 
bond, plus $160.88, fifteen shares of Northern 
State Power had been purchased. Upon motion of 
Doctor Nathans, treasurer’s report was unani- 
mously accepted. 

NEW BUSINESS: There was considerable 
discussion regarding the advisability of having 
minutes of the meetings printed and distributed to 
the members before the meeting. The consensus 
was that this procedure was not practicable. 

MEMBERS PRESENT: Doctors Agnelli, 
Celestino, DeWees, Eckel, Gale, Johnson, L., 
Jones, McGrath, Morrone, Nathans, Nestor, Pot- 
ter, Robinson, Ruisi, Tang, Walsh, and Tatum. 


Respectfully submitted, 
E. T. GALE, M.D., Secretary 


NEWPORT COUNTY MEDICAL SOCIETY 


The May dinner meeting of the Newport County 
Medical Society was held at the Hotel Viking on 
May 29, 1957. The meeting was called to order by 
Doctor John Malone, president, at 8:40 p.m. The 
minutes of the previous meeting were read and 
approved. A letter from Doctor Charles Farrell 
was read and placed on file. There was a discussion 
of the adequacy of Newport County Medical So- 
ciety representation on the Council and House of 
Delegates of the Rhode Island Medical Society and 
on appointed committees of the state society. 

An application from Doctor Robert Webster for 


membership was sent to the censors. 
concluded on page 466 
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anti-diaper rash 
because 
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OINTMENT 


DESITIN OINTMENT 1s effectively impervious to urine, 


excrement, perspiration and secretions — and so 
it 1s effectively anti-irritant. One soothing, 
protective, healing application acts for hours 
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JMemeonial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurological, psychiatric and psychological exam- 
inations. 
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NEWPORT COUNTY MEDICAL SOCIETY 
concluded from page 464 


Doctor Adelson reported that there had been no 
meeting of the Council and Doctor Brownell re- 
ported for the last meeting of the House of 
Delegates. 

The meeting adjourned at 9:30 p.m. 

Respectfully submitted, 
Donacp B, FLETCHER, M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 

A dinner-business meeting of the Pawtucket 
Medical Association was held at the Lindsey Tav- 
ern on Thursday, May 16, 1957. The president, 
Doctor Albert J. Gaudet, presided over the meet- 
ing. 

The following members were present : 

Doctors Baron, Barr, Benjamin, Billings, Bley- 
er, Bruno, Chapman, Cunningham, Damarjian, 
Doll, Forgiel, Fortin, Foster, E., Gammell, Gau- 
det, A., Gaudet, E., Gordon, Gorfine, Hacking, 
Hanley, H., Hanna, Hayes Hecker, Hennessey, 
Horan, Jaworski, A., Jeremiah, Kelly, Lappin, 
Lovering, Lussier, Mara, Metcalf, Morris, Paull, 
Rohr, Ruggles, Schiff, S. Simon, S. D. Simon, 
Sonkin, Sprague, and Webster. The following 
were guests: 

Doctor George W. Waterman and Mr. John E. 
Farrell, executive secretary of the Rhode Island 
Medical Society. 

The president of the Rhode Island Medical 
Society, Doctor George W. Waterman, was intro- 
duced by Doctor Albert Gaudet to present greet- 
ings from the State Society. 

Secretary’s report was read and approved. 

There were two communications read, one was 
an acknowledgment of our expression of sympathy 
from the family of the late Mary Gaudet and the 
other was a letter from Doctor Lappin dealing with 
examination requests by government agencies, fees 
therefor and letters in use by them in this con- 
nection. 

There was no unfinished business. 

New Business: It was suggested by Doctor 
Lappin that a telephone extension be requested for 
the meeting place at the Lindsey Tavern. 

There were no committee reports. 

There was general discussion of the communica- 
tion from Doctor Lappin, after which a motion was 
adopted that the Association protest the form letter 
issued by the Department of Employment Security, 
and request a rewording of it through the State 
Medical Society’s committee advisory to that 
agency. The meeting was adjourned at 9:00 P.M. 

Respectfully submitted, 
Davin W. RUGGLES, M.D., Secretary 
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ACTIVITIES OF BUTLER HEALTH CENTER 





In-Patient Service 

ee SERVICE is designed primarily to render 

psychiatric care and treatment to patients with 
acute mental disorders and those in need of inten- 
sive treatment. A few patients may be accepted 
whose primary problem is chiefly custodial care, 
but it is planned that patients in this category will 
be kept to a minimum. In-Patient Service can be 
rendered, with very few exceptions, only to those 
able to pay regular hospital costs of $22 to $24 a 
day. There will be an additional charge of $65 for 
the initial examination, laboratory studies, etc., 
and additional charges will also be made for such 
special treatments as individual psychotherapy, 
electric and insulin shock, and so forth. 


Day Service 

The Day Service program is to provide that wide 
variety of services customarily provided in-patients 
in an active treatment hospital throughout the day- 
time hours. It provides a combination of thera- 
peutic, educational, rehabilitative and recreational 
services carried out by psychiatrically trained per- 
sonnel under the direct supervision of its psychia- 
trist-director. 

This service is available for all patients who can 
afford it and who will benefit therefrom. It is not 
limited to the lower middle income group, as it 
duplicates no local facility provided by the private 
physician. Patients are taken on referral from 
physicians. When indicated, arrangements can be 
made for patients to continue in psychotherapy 
with their private physicians while engaging in the 
Day Service program. The cost of this service is 
$5.00 a half-day, $10.00 a day. 


Out-Patient Department 

Butler Clinic, the Out-Patient Department of 
Butler Health Center, is established as a service to 
provide psychiatric treatment for patients in the 
low middle income group. There is available in the 
community private psychiatric treatment for those 
able to afford it and a State Mental Hygiene Clinic 
for those unable to pay anything. Butler Clinic will 
exist primarily for those patients, who, though un- 
able to afford private psychiatric treatment, can 
afford and want to pay something. 

The determination of ability to pay is made in 
each case by an experienced social case worker, 


taking into consideration all aspects of family in- 
come and burden. When the patient is able to pay 
for private psychiatric treatment, he is not treated 
at the Clinic, but instead is referred to psychiatrists 
in practice in Providence. An exception to this 
policy will occur when patients are referred spe- 
cifically by a private physician for Butler Clinic 
treatment. If the patient is unable to pay, he is 
referred to the State Mental Hygiene Clinic. 

A fixed fee schedule is used which is adjusted 
downward where the fixed fee will create hardship. 
Fees are $10.00 for psychotherapy, $5.00 for social 
case work, $25.00 for psychological studies, and 
$5.00 for group psychotherapy. 





MEDICARE REGULATIONS 
concluded from page 462 

d. When transfer to a semi-private bed from 
ward accommodations is not actually made, or 
when the patient is admitted to an otherwise elig- 
ible institution which furnishes only ward accom- 
modations, it is not the intent of the Government 
to require the sponsor or the dependent to pay for 
the total cost of hospitalization. Therefore, the 
case will be honored for payment by the contractor 
without reference to the Executive Director, Office 
for Dependents’ Medical Care, provided the con- 
tractor: 

(1) Obtains a statement from the hospital as to 
why semi-private accommodations were not fur- 
nished ; 

(2) Attaches the hospital’s statement to the per- 
tinent DA Form 1863; and 

(3) Submits the DA Form 1863 with the re- 
quired statement to the Executive Director with 
his monthly invoice for reimbursement under 
Article 1, Schedule of Administration to the Con- 
tract. 





Gerber Oration 


Wednesday, October 16 
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THE PRESENT DAY TREATMENT OF INFERTILITY 


continued from page 448 

turing apparatus to extremes of temperature. This 
is sometimes found in athletic coaches who wear 
athletic supporters many of their waking hours. 
We recommend that the jockey type of underwear 
(skin-tight underwear ) be abandoned, that the in- 
dividual abstain from strenuous prolonged activity 
in too much clothing, and that the local tempera- 
ture be controlled as nature meant it to be. For 
about a decade the author has been paying attention 
to the possibility of a large varicocele interfering 
with the temperature regulatory mechanism of the 
scrotum by interfering with the elasticity of the 
Cremasteric muscles in one sense and in another, 
raising the temperature of both gonads by the prox- 
imity of a large column of stagnated venous blood. 
In fact in three out of seven consecutive cases of 
husband varicocelectomy, the wife has promptly 
conceived within one to four months after the sur- 
gery and delivered a normal child. Recently this 
suspicion of incrimination of the varicocele has 
been popularized in England as reported by Hanley 
of London, Young of Liverpool, and Tulloch of 
Edinburgh. The latter reports 30 patients with 
varicocele, 10 of whom achieved paternity post- 
operatively, 10 who have greatly improved semen 
specimens, and 10 who have failed to respond thus 
far. Among the 10 who achieved paternity were 
two who started with azoospermia. Davidson of 
London, three years ago reported only one failure 
of improvement in 12 cases of varicocele operation, 
and this man improved after a secondary operation 
for a substantial residual varicocele. 5 of the 12 
men achieved paternity. Hanley reported 5 preg- 
nancies in the wives of 7 men on whom he did bi- 
lateral epididymovastostomy and he has surgically 
repaired large varicoceles by a new attack via liga- 
tion of the internal spermatic vein at the level of 
the internal inguinal ring. All these authors em- 
phasize that there may be a delayed reaction of one 
year after surgery before maximum spermatogene- 
sis or fertility appears. Thus it is up to the individ- 
ual who says that there is little that can be done for 
the male to contradict the evidence presented by 
these encouraging figures. 

7. Occasionally, gonadotropin or testosterone 
therapy. While most endoctrinologists and many 
pharmaceutical houses repeatedly encourage the 
use of hormonal therapy for the infertile male, its 
use should be exhibited only occasionally. Chori- 


onic gonadotropic hormone is useful in our hands 
only in those individuals who have a deficiency in 
their own follicle-stimulating hormone, and who 
have on testicular biopsy an immature testis. Here 
we have three children in men who started in with 
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no spermatozoa and were deficient in their own 
pituitary gonadotropins. There are scattered ref- 
erences in the literature to improvement on small 
doses of chorionic gonadotropic hormone, and little 
or no improvement following Equine gonadotropic 
hormones. 

References must be made to the indiscriminate 
use of testosterone therapy to promote spermato- 
genesis. Over a decade ago Heckel showed that 
the administration of testosterone proprionate to a 
normal male in doses of 25 milligrams three times 
a week resulted in complete azoospermia in that 
individual. For that reason it does not seem sound 
to administer this medication to individuals who 
have normal semen specimens. To be sure, these 
men recover a normal sperm count on cessation of 
the medication. Postulating that some men might 
improve the count following the insult or depres- 
sion precipitated by testosterone, some authors have 
sponsored the use of testosterone proprionate or 
even methyl testosterone over a long period of time 
to decrease spermatogenesis. The subsequent re- 
covery is called ‘““The Rebound Phenomenon,” and 
has achieved some prominence in the medical and 
lay publications. However, the majority of work- 
ers in the field of therapy in the male are unable to 
reproduce the startling results reported by one or 
two men, and in fact the use of testosterone therapy 
has been beneficial in less than four per cent of the 
reported patients. There is a suggestion that tiny 
doses of testosterone over a long period of time may 
maintain or slightly improve a testicle which is on 
the border or normal, but this remains to be proved. 
Most of these patients can be advised at once to 
abandon treatment and hope, yet they may choose 
therapeutic insemination or adoption while their 
wives are young enough to conceive or adopt. Tes- 
tosterone may cause irreversible damage, according 
to Dorfman, MacLeod and Charny. Estrogen has 
also been used to promote the so-called “Rebound.” 
It is mentioned only to be condemned. 

8. Surgical testicular biopsy; epididymovastos- 
tomy; irrigation of the ductus deferens ; catheteriza- 
tion of the ejaculatory ducts. A testicular biopsy 
remains a very useful tool for promptly labeling a 
male as within normal limits or beyond the realm of 
current therapy. With one single correctly per- 
formed, preserved, and interpreted biopsy, a fairly 
accurate prognosis can be made in trained hands as 
to the reproductive capacity of the patient. There 
is little risk and relatively little expense connected 
with this diagnostic maneuver. 

Epididymovasostomy deserves considerable com- 
ment for here again the American literature has 
been somewhat skeptical in its report of this highly 
recommended therapeutic procedure. In an indi- 
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vidual who has had a bilateral epididymitis from 
gonorrheal infection, the block is usually in the 
globus minor. Hence by making an incision in the 
epididymis and in the vas and demonstrating pat- 
ency of the vas by passing methylene blue one per 
cent aqueous solution through that channel, one can 
demonstrate patency to and through the urethra. 
If there are living spermatozoa secured in the fluid 
from the epididymis, proved microscopically, a 
side-to-side anastomosis is carried out between the 
epididymis and the vas. While one récent reviewer 
says that the operation carries only about a four 
per cent salvage, Bayle of Paris reports 60 per cent 
salvage, and several American workers feel that 
the patient has one chance in three of having a suc- 
cessful surgical result ending up with a child. My 
own experience has been that the patient has the 
right to decide whether he wishes to have this pro- 
cedure carried out or not, and that even if it fails 
the patient and his wife are satisfied that everything 
that could be done has been done. It is satisfying 
to have cases with 11 children from men who were 
irrevocably sterile until this procedure was carried 
out. 

Irrigation of the ductus deferens is useful in 
cases of agglutination of the vas or seminal vesicles 
and once in a while it is followed by the appearance 
of multiple spermatozoa in a previous sterile semen 
specimen. Carefully done it is relatively atraumatic 
and is more practical as a means of establishing 
patency of the accessory sexual apparatus than 
catherization of the ejaculatory ducts, 

Catherization of the ejaculatory ducts is not very 
commonly practiced because it carries with it a fair 
amount of trauma to the prostatic urethra and the 
delicate ejaculatory ducts themselves. It has one 
advantage in that a radio opaque material can be 
insinuated through these ducts and roentgenograms 
taken to determine the status of the seminal vesicles 
and ducts themselves. 


Study of the Female 

As in the male, considerable therapeutic impor- 
tance is attached to the minimum diagnostic tests 
which have been devised for exploring the female 
reproductive potential. Reference to Table V will 
show us that the maneuver of tubal insufflation and 
endometrial biopsy, and later uterotubogram, are 
all minimum diagnostic procedures in chosen cases 
which all carry a relatively high rate of successful 
Pregnancies following their performance. 


TABLE V 
Routine Minimal Diagnostic Procedure for Wife 
I. History and Physical Examination 
IT. General Laboratory Examinations 


Blood Wassermann 
continued on next page 
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Complete blood count, including sedimenta- 
tion rate if there is a high white blood count 

Urinalysis 

Basal Metabolism 

Tubal Insufflation 

Endometrial biopsy 

Miscellaneous Diagnostic Tests 

Intracervical post-coital examination 

Incompatibility test with cervical mucus and 
semen 

Cervical smear—Gram stain 

Vaginal hanging drop and stained smear 

Ovulation Timing 

Endometrial biopsy 

Basal body temperature 


1. History and physical examination. Here, as 
in the male, a complete history should be taken by 
the current examiner including attention to the 
menstrual dates, premarital and marital experience, 
contraception, occupational factors, habits, diet, 
and past operations, accidents and illnesses. Like- 
wise, the physical examination must be complete 
from head to foot with particular attention to ab- 
normalities of hair distribution and fat distribution, 
and the presence of abdominal scars. Pelvic exam- 
ination should note the size, shape and position of 
the external and internal genitalia, with particular 
study for the presence or absence of infections, 
either specific or nonspecific. Occasionally Tricho- 
monas and Monilia are factors in infertility by 
preventing frequency of coitus due to dyspareunia, 
precipitated by these organisms. Chronic cervicitis 
must be searched for and eradicated. 

A routine laboratory procedure such as blood 
Wassermann, complete blood count, sedimentation 
rate, and urinalysis are so well documented in all 
investigations of all patients that no further com- 
ment will be made here, except that they should not 
be overlooked. An occasional case of unsuspected 
diabetes, tuberculosis of the Fallopian tubes, or, 
more seriously, venereal disease will be uncovered 
by these routine procedures. 

As far as the basal metabolic rate is concerned, 
the same principles apply to the female as to the 
male, particularly as regards the judicious use of 
thyroid for empiric trial. Despite several authors 
who refer to the “thyroid myth” and despite the 
skepticism of certain internists who do not feel that 
thyroid is skillfully used by those treating infertil- 
ity, there is a place for the use of thyroid in ade- 
quate dosage. No harm will come from the admin- 
istration of thyroid under supervision. One must 
not overlook the fact however, that occasionally a 
patient is seen who has been introduced to thyroid 
by a previous doctor, and no one has bothered to 
tell him to stop the medication. In some instances 
patients have taken three or four grains, or in one 
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instance seven grains of thyroid a day, for more 
than four years. It is well known that thyroid by 
mouth inhibits one’s own thyroid gland, and that 
following its withdrawal orally the thyroid gland 
is slow to take over its previously normal function, 
Thus one must not be misled by exaggeration of 
symptoms following the cessation of all thyroid and 
have the courage to withhold medication for four 
to six weeks. Here again in the habitual aborter 
population the supervised administration of thyroid 
is not only indicated, but is almost essential, as 
popularized by Javert and others. In the Hughes 
and Lloyd pre-conceptional clinic in Syracuse, 
thyroid is recommended before conception, and 
during it, in the habitual abortion group. 

Tubal patency test (Rubin’s test, insufflation of 
the tubes). Probably the most important single test 
carried out in the female patient complaining of 
infertility is the tubal patency test (Rubin’s test), 
or trans-tubal insufflation with carbon dioxide gas. 
It is to be emphasised that this test should not be 
carried out with room air as it is a potent source of 
fatal air embolus,and each year one or more cases of 
death in young healthy women who have been so 
treated are reported. The test is best carried out 
during the ovulatory period (normally between the 
12 to 18 day of a 28-day cycle). It is to be avoided 
during the first.three days after the cessation of 
menses, and within three days of the expected 
menses as well as in the presence of vaginal infec- 
tion, cervicitis, or disease of the tubes, pelvis, or 
peritoneum. 

Most authors now consider tubal insufflation 
therapeutic as well as diagnostic, and also agree that 
it is the procedure of choice and should always 
precede hysterosalpingography. There is no doubt 
that hysterosalpingography may promote a higher 
conception rate when it is routinely used than 
when patients are treated only with carbon di- 
oxide insufflation. One must not overlook how- 
ever, the hazards of introducing a foreign body 
even though it be a sterile oil into the delicate lumen 
of the Fallopian tube. Almost a decade ago Campos 
da Paz of Rio de Janeiro pointed out that insuffla- 
tion and hysterosalpingography should both be rou- 
tinely used since neither is superior and they are 
complementary. At any rate the present day treat- 
ment of human infertility must include the ingenu- 
ous Rubin test carefully executed in all patients. 
If two or more tests are unsatisfactory, the patient 
should be considered as a candidate for X-ray vis- 
ualization of the tubes. While there has been a 
marked swing towards aqueous media for sal- 
pingography, the best liquid for this test is still an 
opaque oil which allows careful delineation of the 
uterine cavity and the tortuosity of the salpinges. 
It is also useful since it makes possible the study ot 
the spill of the fluid in the 24-hour film. Weir ot 


Cleveland, offered an ingenuous method of accel- 
continued on page 474 
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erating the study of the 24-hour spill by suggestion 
that after the introduction of three to six ce. of oil 
which demonstrates filling of the uterine cavity and 
the Fallopian tubes, that the patient be placed on 
her side. This technique consists of having the pa- 
tient lie on the right side for five minutes and then 
on the left side for five minutes. After assuming 
the lithotomy position another film is taken and the 
spill of oil through the pelvis can be demonstrated 
on the initial visit obviating the necessity for a 24- 
hour film. This is particularly valuable when the 
patient comes from fifty or more miles away. Fur- 
thermore, proper use of the established oils is rarely 
attended by pain whereas the newer substances are 
more painful according to patients who had both 
tests. 

Current attacks on blocked tubes include surgery, 
repeated tubal insufflation, pelvic heat, and anti- 
spasmodics. In the last year, two or three authors 
have reported Cortisone as being useful in opening 
such tubes, and one author reports 23 pregnancies 
from 100 cases selected because of no ascribable 
cause of infertility who were given a course or two 
of Cortisone. Grant of Australia and Sharman of 
Scotland have also demonstrated that repeated tu- 
bal insufflation coupled with pelvic heat and sexual 
rest has permitted blocked tubes to be made patent. 
Grant reports 18 per cent of pregnancies after 
repetitive gas treatment against 22.2 per cent after 
surgery. 

Tubal surgery. In the average case where the 
husband is within normal limits and the wife is 
normal, except for repeated finding of non-patent 
tubes, tubal surgery should be discussed. Rather 
than have the surgeon or doctor suggest to the pa- 
tient that this method is rarely followed by preg- 
nancies it is best to let the patient decide. While the 
figures last year in two review articles indicate that 
the best percentage of pregnancies is between 20 
and 24 per cent, it still behooves the physician to 
present these figures to the couple and let them de- 
cide whether they wish to take that chance of 
achieving a full-term pregnancy, rather than aban- 
don all hope. Here again, as in blocked male tubes, 
even though the procedure fails, the couple is 
usually satisfied that they chose to have the attempt 
made to treat tubal blocks. It should be immedi- 
ately pointed out, however, that, since the majority 
of specialists who attack non-patent tubes do 10 or 
less operations a year, the average surgeon should 
not attempt to tackle reconstructive tubal surgery. 
In 734 surgeons who responded to a questionnaire 
on the results of tuboplasty, only 11 per cent had 
done more than 10 such operations. One of the 
goals of the modern treatment of infertility should 
be to direct the patients with tubal closure to teach- 
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ing centers or those men who have had considerable 
experience in the surgical attack on non-patent 
tubes. Just as one would not normally select an 
abdominal surgeon to remove his cancer of the 
lung, likewise one should not expect the thyroid 
surgeon or the average general surgeon to be skill- 
ful in adjusting the delicate structures within and 
around the Fallopian tubes as expertly as a gyne- 
cologist or obstetrician who had devoted consider- 
able surgical training to a planned attack on blocked 
tubes. The selection of cases should be stringent 
also. 

Finally we must not overlook the fact that the 
proper treatment of tubal disease is its prevention. 
Thus the medical profession cannot be too arduous 
in its efforts to educate the young and unmarried as 
well as the newly married, that venereal disease 
often causes blocked tubes, male and female. If the 
sexual promiscuity depicted by Professor Sorokin 
of Harvard as rampant in the United States in 1957 
is to continue unbridled the family doctor, as well 
as the parents, must beat the drum more vigorously 
in proclaiming the hazards of promiscuity as result- 
ing in infertility if not something worse. 

Disorders of the cervix. Chronic cervicitis is 
best treated by thorough cauterization with subse- 
quent gentle dilatation of the cervical canal. Dis- 
orders of cervical function, the result of insufficient 
estrogenic effect, is treated by the administration of 
0.1 or 0.25 milligrams of estrogenic hormone for 
100 days. Occasionally severely lacerated cervices 
are improved by plastic surgery excising the scar 
and restoring the cervix to its normal contour. 
Conization of the cervix is rarely indicated in the 
relief of chronic cervicitis, and its popularity has 
declined markedly in the past decade. Stenosis of 
the cervix must be treated by the hospital admission 
and a gentle, but thorough dilatation, followed by 
two subsequent dilatations in the office at about 
10 days intervals. 

Endometriosis. Endometriosis which exists in 
about a third of women in the childbearing age who 
complain of infertility is best treated by prompt, 
active and vigorous surgery, leaving behind the 
necessary structures for reproduction, to wit: one 
or more ovaries, one or more tubes, the uterus and 
the cervix. Conservative surgery for these struc- 
tures in couples where the husband is within normal 
limits may result in a pregnancy salvage as high as 
42 per cent. In certain instances the endometriosis 
is held in check or inhibited by the administration 
of methyl testosterone 10 milligrams sublingually 
daily for 100 days. A second course of treatment 
may be given. Small doses are superior to large. 
It is not suggested that estrogen be used to treat 
endometriosis for it is often followed by trouble- 
some bleeding, and former supporters of that type 
: treatment have withdrawn their enthusiasm 

Or it. 
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Disorders of ovarian function. When the ovary 
is affected by a disorder known as bilateral poly- 
cystic ovaries which usually presents itself with 
amenorrhea, hirsutism, obesity and infertility, sur- 
gery is generally indicated. A wedged-shape re- 
section of both ovaries is carried out in a fairly 
bloodless field, and here 60 per cent of the patients 
can be expected to ultimately bear children, and 80 
per cent have restoration of normal menses. The 
technique is simple and available in the writings of 
I. F. Stein, Sr., and almost all gynecological sur- 
gery textbooks. In those patients who have too few 
periods cyclic hormonal therapy often promotes 
regular menses while the medication is being given, 
and occasionally the rest given the patient’s own 
gonads will be followed by one or two normal pe- 
riods in which ovulation takes place and fertility 
given a chance. In general however, the administra- 
tion of hormones to the female complaining of in- 
fertility is as useless as previously described in the 
male. In fact, Heller, Sturgis, Davis, Williams, 
and Simmons have all said many times that there is 
little place for the use of hormones in the treatment 
of human infertility. Despite this, many pharma- 
ceutical houses and many endocrinological articles 
continue to recommend the use of hormones. It is 
in fact apparent that in some instances the inju- 
dicious use of hormones does more harm than good. 

Disorders of the uterus. When it is established 
that the uterus is distorted by benign tumors such 
as fibroids, elective myomectomy in good hands 
carries with it a salvage as high as a 40 per cent 
correction in infertility cases. Today the risk from 
such surgery is minimal, and again the patient 
should be allowed to make the choice for or against 
conservative surgery if it is apparent that the tu- 
mors are interfering with the normal process of 
fertility. Malposition of the uterus should be at- 
tacked surgically after two years of fruitless mar- 
riage, and after attempts have been made to replace 
the uterus manually. Here a careful D&C is carried 
out followed by an exploratory laparotomy and re- 
lease of adhesions around the tubes, ovaries and the 
back of the uterus and a routine uterine suspension 
carried out, the method preferred by the author, 
the Olshausen type of procedure. In good hands 
this procedure is followed by a pregnancy salvage 
as high as 75 per cent, despite certain authors who 
say that there is no place for the use of suspension 
of the uterus. A plea is made that all cases be de- 
cided upon their own merits. 

General measures. As in the male, the female 
should have correction of faulty habits such as ex- 
cessive smoking, and alcoholic consumption, as well 
as faulty diet depleted in vitamins, minerals, and 
protein. The exhibition of adequate thyroid hor- 
mone is indicated in many patients particularly if 
the metabolism is lower than minus 20 per cent. 
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The correction of anemia by administration of iron 
is of course a necessity. Correction of habits of 
sleep, and suitable advice about the timing of inter- 
course is practical also. Here attention to carefully 
recorded basal body temperature curves will allow 
the patients and the doctor to select the fertile week. 
It is a mistake to try to point out a fertile day. Many 
of the charts indicate that the optimum time of fer- 
tility is following the rise on the temperature chart 
when in fact ovulation has already occurred and 
the low point on the chart is the optimum time for 
conception. Thus the best advice is to recommend 
intercourse during the days 11, 13, 15, or 12, 14, 16 
of a 28-day cycle. 

In rare cases where the sperm do not survive in 
the cervical mucus under any measure and the hus- 
band has a normal semen, insemination with the 
husband’s semen by placing it into the cervical canal 
will be followed by conception. It is much more 
likely, however, that there is some other reason for 
the sperm not living there, and correcting the cervi- 
cal contamination by antibiotics is said to improve 
that possibility. Space does not permit all the rami- 
fication of treatment indicated in selected cases, but 
an over-all attempt has been made to show that the 
minimum diagnostic studies are in effect all ther- 
apy. Success will follow the couple and the physi- 
cian who carry out these minimum diagnostic pro- 
cedures in a higher number of cases, than if they 
are not done. 


CONCLUSIONS 


An effort has been made to indicate how the ju- 
dicious use of diagnostic maneuvers in the study of 
the infertile couple may also prove to be of thera- 
peutic value and must necessarily be applied first. 
Subsequent treatment depends upon the findings in 
each partner. Attention is directed to combating 
poor nutrition, deficient thyroid, excessive smok- 
ing, and alcoholic consumption and obesity. Atten- 
tion to the fertile time of the cycle is a primary 
requisite. All the maneuvers offered to the primary 
sterility case are also useful in couples subjected to 
repeated miscarriages or abortion. Such courage- 
ous couples will try again and‘again in the face of 
disappointment and are entitled to anything our 
therapy has to offer, but they must also be shielded 
from the indiscriminate and often ill-advised shot- 
gun type of treatment. Some must be gently ad- 
vised to give up if their medical situation indicates 
such council. 

Those trained in combating infertility must be 
bold enough to offer surgery to the husband or the 
wife when it is indicated, and be sure to point out 
that it is an elective item about which the couple 
may wish to have some voice in the decision. It 1s 
unjust for the surgeon to deny the patient the right 


to choose this elective surgery, and if he has per- 
concluded on page 482 
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PHYSIOLOGIC PRINCIPLES OF SUR- 
GERY. Edited by Leo M. Zimmerman, M.D. 
and Rachmiel Levine, M.D. W. B. Saunders 
Company, Phil., 1957. $15.00 


The application of physiological principles and 
research to the problems of general surgery is not 
a unique attribute of the current scene. There is no 
doubt, however, that the extensive use of the dis- 
ciplines of the experimental laboratory in surgery, 
which began shortly after the First World War, 
has reached its zenith since the Second. The sur- 
gical research laboratories of this country are 
responsible for a considerable portion of the con- 
tributions in general physiology. The influence in 
this direction of the American Board of Surgery 
and the Forum on Fundamental Surgical Prob- 
lems of the American College of Surgeons is ap- 
preciable. 

A characteristic phenomenon of this period is 
the appearance of textbooks devoted to surgical 
physiology. That of Zimmerman and Levine is a 
notable addition in this category. Unlike at least 
one predecessor, this is a multiple author text. The 
senior authors are, respectively, a surgeon (Zim- 
merman) and a physiologist (Levine). They have 
commissioned experts in the various fields to write 
the individual chapters. Among the galaxy of fifty 
authors are stars of especial brilliance such as 
Bradford Cannon, Ralph Colp, Oliver Cope, How- 
ard Frank, R. K. Gilchrist, Hans Popper, Edwin 
Pulaski, A. Steindler and Richard Sweet, to name 
but a few. 

The text is comprehensive, well-written and in- 
deed compendious in scope. Besides being a valu- 
able addition to the library of every surgeon, it 
will no doubt prove to be indispensable to the sur- 
gical resident and to the candidate for board cer- 
tification. 

SEEBERT J. GOLDOWSKY, M.D. 


THE COMPLEAT PEDIATRICIAN by Wil- 
burt C. Davison & Jeana Davison Levinthal. 7th 
ed. Duke University Press, Durham, N.C., 
1957. $4.25 
This standard pediatric text has been completely 

rewritten for the seventh time. It is not a book that 

is intended to be read through, but rather it is a 

condensed presentation of all aspects of pediatrics. 


It is intended to be used as a kind of prop for the 
failing memory, and in this respect, it is excellent. 
Nowhere else can a large number of facts be found 
with such speedy efficiency. 

Rosert M. Lorp, JR., M.D. 


ALBERT SCHWEITZER. THE STORY OF 
HIS LIFE by Jean Pierhal. Philosophical Li- 
brary, N.Y., 1957. $3.00 
This delightful, new authorized biography of 

this most unusual man is written in a gentle, easy 
style and a major portion of the book deals with 
his early childhood and his life through the years 
preceding the first World War. It is illustrated 
with interesting photographs and the biographical 
text is interspersed with quotations from the vari- 
ous writings of Doctor Schweitzer. 

While it is likely that those who are familiar 
with the life of Albert Schweitzer will find little 
new in this small biography, all will enjoy the very 
easy and fluid style in which this book is written. 

CHARLES L. York, M.D. 


TEXTBOOK OF PATHOLOGY WITH CLIN- 
ICAL APPLICATIONS by Stanley L. Rob- 
bins, M.D. W. B. Saunders Co., Phil., 1957. 
$18.00 
This is a comprehensive and well-written text- 

book of pathology. It is equally valuable to the 

medical student studying pathology, as it is to the 
practitioner in need of a reference book. 

The format of the book is practical. The early 
chapters are devoted to the “presentation of general 
basic principles” and the later chapters on “‘individ- 
ual organs or systemic involvements comprise ap- 
plications of these basic principles.” The major 
pathologic descriptions are printed in special type 
in order to emphasize their importance and to en- 
able the ready identification of this important ma- 
terial. The bibliography is quite good. Each ref- 
erence is followed by pertinent observations. 

The author’s style of writing is pleasant and in- 
teresting. All too frequently, the authors of text- 
books plagiarize each other and perpetuate old 
clichés, which if not incorrect, at least do not 
deserve repetition. In this book, the author tends 
to evaluate objectively controversial subjects and 


to summarize them in an easily understood form. 
continued on page 483 
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NEW TRENDS IN MEDICAL RECORD ADMINISTRATION 
AND EDUCATION* 


HELEN L. MuRDOCK, R.R.L. 








The Author. Helen L. Murdock, R.R.L., Chief Med- 
ical Record Librarian, The Memorial Hospital, 
Pawtucket; Immediate Past President, Rhode Island 


Association of Medical Record Librarians. 





i AUTHOR of The Doctors Mayo tells us that 
just fifty years ago Doctor Henry Plummer 
revised the record system at the Mayo Clinic. Be- 
fore he went ahead with this project, he studied the 
problem for a whole year, went traveling to see 
what others were doing, and since he found no help 
among medical men, he turned to business and in- 
dustry for ideas. According to the author of the 
book, the system that he developed for that clinic 
became a model for medical records. Each patient 
was given a number upon arrival which was to 
remain his number in all subsequent medical con- 
tacts with the clinic, and an envelope bearing that 
number was set up in a central file. Then all in- 
formation that accumulated concerning the patient 
was put in that envelope. The record was then 
available to all doctors of the clinic, and whenever 
it was removed from the file, a charge card was put 
in its place on which was stated the whereabouts of 
the record. Cross indexing was introduced accord- 
ing to surgical technique, surgical results, and 
pathological findings. The vital point is not whether 
or not this was the actual origin, but that what we 
consider up-to-date methods were employed at that 
time. 

I am using the word “new” in my title to mean 
fairly recent, since our conditions vary from hos- 
pital to hospital. The value of the word “new” 
depreciates as one’s experience increases. Many 
methods that are quite old may be well worth con- 
tinuing, while some very new ones will not survive 
beyond the experimental stage. Therefore, I am 
including some trends that have been tried and 
found worthwhile, as well as one or two that are 
still in the theoretical stage. 

Like Doctor Plummer, we turn to business and 
industry for means of improving our methods for 
*Presented at the Annual Meeting of the Rhode Island 

Association of Medical Record Librarians, May 1, 1957, 
at the Rhode Island Medical Society Library, Provi- 
dence, Rhode Island. 


handling medical records. Because the business 
organizations usually have more money for equip- 
ment than do hospitals, they are able to lead us in 
the use of mechanical devices. The electric type- 
writer, for instance, is not a new machine. It has 
been used in industry for years, but it is now mov- 
ing into hospital use extensively. A medical stenog- 
rapher claims that with the electric typewriter she 
is no more tired at the end of the day than she was 
at noontime with the manual machine, and she 
accomplishes more. The copies look so neat thai 
she feels great satisfaction in her work, which in 
itself is an asset. 
Central Dictating Systems 


Central dictating systems are becoming more and 
more popular, replacing the individual dictating 
units at various stations about the hospital. One or 
more recording machines may be placed at a central 
point, such as the Medical Record Department, and 
with audible signals to inform her when the ma- 
chine needs attention, the operator may be perform- 
ing other duties while she is caring for the machine. 
This system appeals to the doctors for the reason 
that they may dictate from any point in the hospital 
instead of going to a station where there is a dictat- 
ing unit. If the dial system is in use in the hospital, 
arrangements may be made for dictation to be done 
through the regular phones. Otherwise special dial 
phones may be provided in the places most con- 
venient to the doctors. If funds are available to 
install such a system, it may save the doctors many 
steps, their dictation may be done more promptly, 
and the recordings will be near at hand so the ste- 
nographers may have the recording just as soon 
as it is completed. 

Photostatic equipment is coming into more gen- 
eral use. It is much quicker than the older method 
of abstracting records. There is, however, the pos- 
sibility that more information may be given to non- 
medical people than should be given. Many hos- 
pitals now own their own equipment and copy 
records regularly in this way. 

Microfilming of records has been in vogue for 
some time, but there is now a tendency in the direc- 
tion of the unit card system. Instead of a continu- 
ous roll of film containing the records of many 
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patients, each patient has a card of his own on 
which the images of each part of his record appear 
and may be added to. Although there is more ex- 
pense involved in the unit card system, it is much 
more convenient to use, especially when a research 
project is being carried on. In some communities 
there is a swing away from microfilming entirely, 
and toward the condensation of records. The value 
of this would depend upon the extent and accuracy 
of the condensed material. However, with the cost 
of adequately trained employees and materials, it 
might be surprising how nearly the expense of this 
method would approach the cost of microfilming. 

For the filing of records, the metal shelf cabinets 
are replacing the cabinets with drawers. There is 
a tremendous saving in floor space since it is no 
longer necessary to allow for the drawer to pull out. 
The shelf cabinets also utilize more space verti- 
cally. They are convenient and pleasant for the 
girls who file the records. Some of the shelf cab- 
inets have doors on the shelves which keep the 
records clean and free from dust. The open shelf 
files are perhaps becoming more popular in large 
hospitals because they are more convenient to use, 
and all guides are visible at the same time. This is 
particularly valuable in the terminal digit system 
which continues to be used. Another filing method 
that may be a distinct time saver in large hospitals 
is the automatic card finding system. With the 
pushbutton machine in front of her, the operator 
may have thousands of cards within her reach with- 
out even moving her chair. 


Punch Card System 

The punch card system is finding its way into 
large hospitals, clinics and tumor registries. The 
system, itself, is not new, but its application to 
medical institutions is increasing now because of 
the heavier work load, and because more funds 
have been made available in some instances. There 
are the electrical machines which handle great vol- 
umes of work, which are appropriate for large 
institutions, and then for smaller institutions, a 
hand punch method will be found less expensive 
and quite serviceable. The punch card system elim- 
inates the human error connected with the compil- 
ing of statistics, as well as cutting down the per- 
sonnel requirements materially. 

The punch card system and electronic statistical 
machines replace typewriters and adding machines 
in the Professional Activity Study of the Commis- 
sion on Professional and Hospital Activities, Inc., 
which is a new system for comparing clinical in- 
formation taken from hospital records. The pur- 
pose of this system is to provide the physicians with 
Valid statistics which they may use for study to 
improve their methods in the care of patients. This 
Is described in detail in an article in the April, 1957 


issue of the JOURNAL OF THE AMERICAN ASSOCIA- 
continued on next page 
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TION OF MepicaL Recorp LiprariANs. It elim- 
inates the manual posting to card indexes, and the 
making of analysis sheets. It is reputed to provide 
an increased amount of information at a reduced 
cost of production. 

The system functions in an orderly way and sup- 
plies information promptly. After the patient’s 
discharge and completion of the chart, the Medical 
Record Department prepares an abstract of the 
entire record on a form especially designed for this 
purpose. The abstracts accumulate to about one 
hundred and are then sent to Ann Arbor, Michigan, 
where the information is taken off by punch card 
system for the preparation of regular monthly and 
semiannual reports which are returned promptly to 
the hospital upon receipt of all records of a given 
working period. The information consists of basic 
patient data, diagnoses and operations which have 
been already coded by the International Statistical 
Classification and a great deal of medical informa- 
tion even down to the laboratory reports and treat- 
ment. Any record may be marked by the physician 
as a “reference case” when it is important for some 
special reference in the future. There are five rou- 
tine monthly reports sent out to the hospitals, as 
well as eight semiannual reports. A copy of the 
semiannual report concerning physicians and sur- 
geons is also mailed to the doctors. Some of the 
reports are accumulations of material, and there is 


finally one semiannual tabulation which contains 
statistics from all participating hospitals. This re- 
port is sent to each hospital and provides a rough 


comparison of information from the various 
hospitals. 

The Medical Record Librarian may find in this 
work an opportunity to make another new contri- 
bution in assisting the administration and the staff 
in improving their methods. The valuable statistics 
that are made so easily available should stimulate 
the medical staff to go further in their efforts to 
improve their own professional work in the hos- 
pital. 

Another method that is being investigated at the 
present time is the possibility of utilization of the 
International Statistical Classification system as an 
indexing tool. The American Association of Medi- 
cal Record Librarians is participating in a study 
with the American Hospital Association and the 
American Medical Association. It is still in the 
experimental stage, and not much information can 
be given out at present. 


Competition for Trained Workers 
Our purpose in searching for time-saving devices 
is not only the saving of money. We find ourselves 
in competition with industry which can offer larger 
salaries than we can in hospitals. It is extremely 
difficult to locate the grade of employees that we 
require for the salaries we can offer. There is a 
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common trend in the minds of employees toward 
concentration almost entirely upon what they are 
to receive in exchange for their services rather than 
taking satisfaction in contributing toward some 
worthwhile cause. We experience an unusually 
large turnover for these reasons. The personnel 
administration offers the Medical Record Librarian 
a great challenge. With the increase of work load, 
it becomes more necessary to have specialized em- 
ployees. They require more training since their 
individual work cannot be supervised as closely by 
the department head. With a rapid change in per- 
sonnel, it is extremely difficult to keep them ade- 
quately trained for their positions, although it is 
helpful to organize the departmert ‘n such a man- 
ner that they learn by steps anv are, therefore, 
partially prepared for a more responsible position 
by the time they are required to fulfill its duties. 
Many Medical Record Librarians are conducting 
classes within their departments or encouraging 
employees to take books home for study. If prog- 
ress is made in this way, they are given recognition 
for their efforts. It is being considered advisable 
to base advancement upon merit rather than on 
seniority alone. Such a system rewards ardent 
workers and prevents misplacements. It also be- 
comes necessary to stimulate the interest and co- 
operation of the workers in order that they will feel 
that they are a part of the organization. We must 
have power with people instead of power over 
people. It is being realized that the way to efficiency 
is not to drive people to work faster, but to study 
and improve our methods to the point where we are 
accomplishing more with the same amount of time 
and energy. Job analysis time studies are being 
made in Medical Record Departments. The duties 
are carefully examined to see what can be im- 
proved, what can be eliminated, and what we are 
doing that is worthwhile to continue. Clerks are 
being employed for the less complicated duties to 
relieve the pressure upon the trained medical record 
librarians. More emphasis is being placed on pro- 
cedure manuals. When procedures are written out 
carefully, it is much easier to train new people to 
do the work, and it holds the employees more 
closely to the system that has been worked out in 
such a way that it correlates with the other func- 
tions of the department as well as with those of the 
entire hospital. There is more of a tendency now 
to teach the employee to do the work, not simply to 
show her how. It takes longer, but it brings results 
that are rewarding. 


Expanded Responsibilities for Librarian 
The role of the Medical Record Librarian is be- 
coming an increasingly important one. The admin- 
istration of her department has become much more 
complicated. She is accepted as an authority on 
many matters. She is expected to make countless 
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important decisions that will affect the welfare of 
the patient, the physician, and the hospital, and is 
now accepted as a vital member of the hospital staff. 
Because of the increasing tendency towards law- 
suits, the Medical Record Librarian is faced with a 
more vital problem of protecting the hospital, the 
physician and the patient. There is a trend away 
from the common law immunity for nonprofit or- 
ganizations, and the hospital and physician are 
becoming more vulnerable. The result of this for 
the Medical Record Librarian, is the increase in 
her responsibility to take every precaution in her 
power to see that the record is adequate for legal 
protection and to guard the contents of the record 
even more carefully against scrutiny by unauthor- 
ized persons. It is now considered much more 
important to insist upon the patient’s written 
authorization in a greater number of instances 
where medical information is being released from 
the record. 

The expansion in responsibilities of the Medical 
Record Librarian has led to an adjustment in the 
educational requirements, as well as the addition 
of two other ranks in the field. Educational re- 
quirements for the Accredited Record Technician 
are graduation from a school for medical record 
technicians, and a prerequisite of high school grad- 
uation. Until January 1, 1958 they may write the 
examination if they have graduated from a recog- 
nized high school and have had five years of ex- 
perience, two of them under the supervision of a 
registered record librarian, or if they have worked 
three years as a chief medical record librarian. 
For Registered Record Librarian, the require- 
ments are graduation from a school for medical 
record librarians, or successfully serving as a full- 
time medical record librarian in a hospital of fifty 
beds or more, or in a clinic or other distinctly medi- 
cal facility, for five out of the six years just preced- 
ing date of application. She shall have educational 
background equal to the requirements for admis- 
sion to an approved hospital school for medical 
record librarians. These requirements are: two 
academic years in college of liberal arts, or gradua- 
tion from a school of nursing. She must have per- 
tormed certain stated duties in the medical record 
department. Or if she is an accredited medical 
record technician who has had three years of ex- 
perience under a registered medical record librarian 
and who has in the interim prepared to meet the 
requirements for admission to an approved hospital 
sche 01 for medical record librarians, she may qual- 
ify. For the Certified Record Librarian, a bacca- 
laureate degree from a college or university is re- 
quired, including or supplemented by graduation 
from an approved school for the training of medical 
record librarians. She must also have continuous 


active membership and registration in the Associa- 
concluded on next page 
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THE PRESENT DAY TREATMENT OF INFERTILITY 
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sonal idiosyncracy he should offer the couple the 
choice of another opinion. By carefully choosing 
the patients the surgeon should be able to improve 
the salvage of pregnancy in previously infertile 
couples. Since there are 41 articles devoted to in- 
fertility in the current issue of the 1955-1956 year- 
book of OrpsTETRICS AND GYNECOLOGY, it is ob- 
viously impossible to keep up with the modern 
therapy of the infertile couple without constant 
reading, constant attendance at meetings through- 
out this country, and, in fact, the world, and con- 
stant consultation with one’s colleagues in the same 
field. A word of caution is offered to prevent the 
injudicious use of medication said to be effective in 
a very few cases. Also a word of council is voiced 
against accepting too completely the predication of 
certain psychiatrists that infertility is a psychiatric 
problem. There is no doubt that it is in some 
patients, but are we all not subject to our environ- 
mental stresses and strains ? 
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tion for the immediate past five years, and must 
submit an acceptable thesis as designated by the 
rules of the American Association. 

The present educational requirements for direc- 
tor of a school for medical record librarians in- 
clude sixty semester hours of college credit from 
an accredited institution, preferably according to 
the first two years of the general liberal arts cur- 
riculum. The following are suggested: foreign 
language (2 years), English composition, intro- 
duction to economics, zoology, speech, English lit- 
erature, sociology, general psychology, American 
history, survey or civilization, chemistry, or ele- 
mentary statistics. 

The trend in the Rhode Island Association, 
which probably is general, has been toward volun- 
tary higher education on the part of the Medical 
Record Librarians. We have had four courses of 
a medical and legal nature and an institute this 
year which were well attended by our members, 
and besides this some members have been taking 
other college courses independently. 

In conclusion, I wish to point out a similarity 
between Doctor Plummer’s approach to the solu- 
tion to his problems and that of Medical Record 
Librarians in general today. That is, the wisdom 
in turning to industry for ideas where there is a 
greater opportunity to experiment, and humbling 
themselves to the need of more study. 
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continued from page 477 
The book is 1325 pages, and it is manifestly im- 
possible for the reviewer to have read all of it. 
However, the over-all impression is good. Coming 
from the Mallory Institute of Pathology, an out- 
standing institution, the book has much to recom- 


mend it. 
HERBERT F ANGER, M.D. 


A TEXTBOOK OF HISTOLOGY by Alexan- 
der A. Maximow & William Bloom. 7th ed. 
W. B. Saunders Co., Phil., 1957. $11.00 
This is the seventh edition, revised by Doctor 

Bloom, of a standard textbook on histology. It is 

a lucidly and concisely written book, which at- 

tempts to convey to the student the fundamentals 

of classic histology combined with knowledge ob- 
tained by newer techniques such as electron micro- 

scopy, tissue culture and histochemistry. The il- 

lustrations are generally good. The authors make 

frequent use of drawings and animal material, 
which may be a disadvantage to those interested 
principally in human histology. There is frequent 
correlation between structure and function. The 
references after each chapter are pertinent, se- 
lected, and up to date. 

GEORGE F. MEISSNER, M.D. 


PERINATAL MORTALITY IN NEW YORK 
CITY: A STUDY OF 955 DEATHS. (New 
York Academy of Medicine, Committee on Pub- 
lic Health Relations )—Schuyler G. Kohl, M.D., 
Dr. P.H.— Harvard University Press, Cam- 
bridge, 1955. $2.50 
For two generations the major objective of 

American obstetricians and their professional al- 

lies has been the reduction of maternal mortality. 

This has now been brought within limits which 

may be described as being more often the result of 

unavoidable disaster than of preventable mishap. 

It will be a hard and continuing job to maintain 

this position, and there can be no slackening in 

this direction. 

Under the circumstances, however, the focus of 
interest has shifted from the no longer hazardous 
pregnancy to the product of conception. Under the 
leadership of the pediatricians, all members of the 
complex team directly concerned with childbirth 
are concentrating on fetal salvage. Involved in this 
coordinated effort are obstetricians, anesthesiolo- 
gists, hospital and public health nurses, and social 
workers. 

This New York report is one of several attempts 
to provide a statistical baseline from which to at- 
tack the problem of fetal loss. It is a well-planned, 
comprehensive, and thoroughly digested study of 
the situation in the world’s largest metropolis dur- 
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ing a period of a little more than a year. It effec- 
tively points up certain areas in which results can 
be improved. 

Much has been made, both in previous reviews 
of this book and in the lay press, of the disclosure 
that approximately one third of the total fetal loss 
was preventable. This deficiency can be corrected, 
if human beings become a little smarter and more 
cooperative, and if a substantial amount of money 
is expended. One costly feature would be the long- 
term hospitalization of certain maternal complica- 
tions of pregnancy: notably the hypertensive dis- 
orders, diabetes, and heart disease. 

It is to the credit of the medical profession that 
there has developed a popular assumption that any 
American girl who becomes pregnant is assured of 
returning home, in the best of health, with a per- 
fectly normal baby. Unfortunately, things are not 
quite so simple ; and the rest of the picture must be 
viewed realistically. The remaining two thirds of 
the fetal wastage comprises miscellaneous accidents 
of pregnancy, prematurity, and congenital anom- 
alies, against which the present state of our knowl- 
edge provides us with inadequate weapons. We 
can only keep on trying, with the conviction that 
each year we learn a little more, and that our tech- 
nical armamentarium is constantly. improving. 

WALTER S. JONES, M.D. 


A WOMAN DOCTOR LOOKS AT LOVE 
AND LIFE by Marion Hilliard, M.D. Double- 
day & Company, Inc., Garden City, N. Y., 1957. 
$2.95 


This is not just another book on sex relations, 
but is a compilation of common sense advice with 
as much emphasis on life as on love. Doctor Hil- 
liard has had more than twenty-five years of ex- 
perience as an obstetrician and gynecologist and 
feels that she has had the “opportunity, rare in 
medicine, of treating the whole life of a patient 
rather than just the health.” The book contains 
advice to women of all ages from adolescence 
through old age with, also, The Open Letter to 
Husbands. Every chapter is well written, interest- 
ing and helpful. 

The chapter which seems the best to me in this 
day of servantless homes and larger families, is 
Woman’s Greatest Enemy is Fatigue. She differ- 
entiates between being just physically tired and the 
fatigue of boredom or unhappiness. 

I passed the book along to a woman thirty years’ 
married whose only adverse comment was that she 
didn’t think women should be blamed for every- 
thing that went wrong with a marriage and that 
men were sometimes “frigid” and not always in the 
right. A young married nurse in her first preg- 
nancy thought the book good—especially The Open 


Letter to Husbands. An about-to-be-married 
concluded on next page 
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couple thought it very good and planned to get a 
copy for themselves “to sit down with once in a 
while.” 

There is much sound advice for the unmarried 
and childless woman and for the woman past the 
menopause. 

I believe it should be on the shelves of public as 
well as medical libraries and there is nothing in the 
book to which anyone could object. 

Amy E. RUSSELL, M.D. 


BOOKS RECEIVED FOR REVIEW 
The Editor acknowledges the receipt of the fol- 
lowing books and thanks the publishers for sending 
them. Unfortunately, not every volume received 
is reviewed either because of lack of space or 
because the reviewer to whom the book is assigned 
fails us. Whether reviewed or not, the books are 

appreciated and are available at the library. 


SERVICES FOR CHILDREN WITH HEAR- 
ING IMPAIRMENT. A Guide for Public Health 
Personnel. Prepared by the Committee on Child 
Health of the American Public Health Association. 
N. Y., 1956. $1.50 

SERVICES FOR CHILDREN WITH VI- 
SION AND EYE PROBLEMS. A Guide for 
Public Health Personnel. Prepared jointly by the 
Committee on Child Health of the American Pub- 
lic Health Association and the National Society 
for the Prevention of Blindness. N. Y., 1956. $1.50 


FUNDAMENTALS OF OTOLARYNGOL- 
OGY. A Textbook of Ear, Nose and Throat Dis- 
eases by Lawrence R. Boies, M.D. 2nd ed. W. B. 
Saunders Co., 1954. $7.00 


PUBLIC RELATIONS IN MEDICAL PRAC- 
TICE by James E. Bryan. The Williams & Wil- 
kins Co., Balt., 1954. $5.00 


A VISIT TO THE HOSPITAL. Prepare Your 
Child for the First Hospital Experience. Written 
Under the Supervision of Lester L. Coleman, M.D. 
by Francine Chase. With an Introduction by Flan- 
ders Dunbar. Grosset & Dunlap, N. Y., 1957 


CIBA FOUNDATION COLLOQUIA ON 
AGEING. Vol. 2. Ageing in Transient Tissues. 
Editors for the Ciba Foundation: G. E. W. Wol- 
stenholme & Elaine C. P. Millar. Little, Brown & 
Co., Bost., 1956. $6.75 


CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Vol. 9. Internal Secretions 
of the Pancreas. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme & Cecelia M. O’Connor. 
Little, Brown & Co., Bost., 1956. $7.00 


CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Vol. 10. Regulation and 
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Mode of Action of Thyroid Hormones. Editors 
for the Ciba Foundation: G. E. W. Wolstenholme 
& Elaine C. P. Millar. Little, Brown & Co., Bost. 
1957. 


CIBA FOUNDATION SYMPOSIUM ON 
THE CHEMISTRY AND BIOLOGY OF 
PURINES. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme & Cecelia M. O’Connor, 
Little, Brown & Co., Bost., 1957 


IEXCERPTA MEDICA. The International Medi- 
cal Abstracting Service. Cardiovascular Disease. 
Section XVIII, v.1, no. 1, Jan. 1957 Amsterdam. 
$15.00 a year 


CHILDREN FOR THE CHILDLESS. Edited 
by Morris Fishbein, M.D. Doubleday & Co., Inc., 
Garden City, 1954. $2.95 


PEDIATRIC DIAGNOSIS by Morris Green, 
M.D. & Julius B. Richmond, M.D. W. B. Saunders 
Co., Phil., 1954. $10.00 


HENRY FORD HOSPITAL INTERNA- 
TIONAL SYMPOSIUM ON CARDIOVAS- 
CULAR SURGERY. Proceedings of the Sym- 
posium held at Henry Ford Hospital, Detroit, 
Michigan ; March 1955. Edited by Conrad R. Lam, 
M.D. W. B. Saunders Co., Phil., 1955. $12.75 


THE DICTIONARY OF POISONS by Ibert 
& Eleanor Mellan. Philosophical Library, N. Y., 
1956. $4.75 


THE ROAD TO INNER FREEDOM. THE 
ETHICS by Baruch Spinoza. Edited and with 
an introduction by Dagobert D. Runes. Philosoph- 
ical Library, N. Y., 1957 
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